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AM APPEARING before this confer- 
if ence today in two roles. In the first, I 

speak as a sort of modern Maecenas, 
the Roman, as you perhaps remember, who 
encouraged writers with something to say 
to go ahead and say it, though, unfortunately, 
I cannot promise you the pecuniary rewards 
which he offered. In the second role, I 
speak, unashamedly, as a promoter of the 
wares of my own organization, the Historical 
Unit, United States Army Medical Service. 
As I shall show you shortly, we shall be 
able to do a better job in that office if I 
can induce Army Medical Service officers 
to give us more to work with. 


TueE PosstBLE CONTRIBUTION OF MEDICAL 
TO MEDICOMILITARY HISTORY 


Probably most of you have already seen 
Mitirary Mepicine for January 1958. If 
so, you will recall the article, the first of a 
series, entitled “The Courageous Medics of 
Anzio.” The author, Colonel Rollin L. 
Bauchspies, MC, who was one of them, 


* Read before the Annual Instructors’ Conference, 
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cal Center, Fort Sam Houston, Texas, 12-14 March, 
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The views and opinions expressend in this article 
do not necessarily represent those of the Surgeon 
General, The Department of the Army, or the De- 
partment of Defense. 


modestly ignores his own valor, but in an 
introduction, the late Major General Joseph 
I. Martin, who was Surgeon, Fifth U. S. 
Army, during the fighting in Italy and who 
therefore should know, praises the courage 
of Colonel Bauchspies and his predecessor, 
Colonel Jarrett B. Huddleston, MC. The 
ability they displayed, he said, was developed 
as the result of long individual training and 
preparation as well as from “the study of 
past events in war.” The story of Anzio, 
he added, “now takes its place as a text for 
those who would aspire in future wars to 
high medical command.” 

Colonel Bauchspies’ series could not have 
begun at a more opportune time for my 
purposes. It illustrates exactly the point I 
am trying to make. Here is a man who 
lived through the experiences he is relating, 
who had authentic data to supplement his 
own notes and observations, and whose writ- 
ing is as vivid and interesting as it is in- 
formative and useful. I should like to per- 
suade those of you who also have some- 
thing to say to prepare your own experi- 
ences, as Regular Army Medical Service offi- 
cers, in peacetime as well as in war, for 
similar publication. This is partly in your 
own self-interests, but even more, as the 
Civil War historian, Surgeon Woodward, 
expressed it, because the historical function 
is “one of the most important duties of the 
medical department of the Army.” 

The history of the U. S. Army Medical 
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Department in World War II is now my 
principal responsibility. I am not downgrad- 
ing in the least the excellent contributions 
of Medical Reserve officers to the published 
volumes when, as a Regular Army officer, 
I lament the fact that Reserve officers have 
provided the vast majority of the material 
for them. I was not in the Historical Unit 
when these histories were planned, and, as 
I shall indicate later, I have done my best to 
alter this situation. The fact remains, how- 
ever, that in the volumes published to date, 
not more than half a dozen Regular Army 
Medical Service officers, most of them in 
preventive medicine, appear as authors. 

I suspect that the chief ‘reason Regular 
Army Medical officers write and publish so 
little, on the whole, is their failure to realize 
that they are quite as expert and experienced 
in their own professional and administrative 
fields as are their civilian counterparts in 
theirs. There is no justification for such a 
point of view. Clinical competence is not 
confined to civilian medicine, and neither in 
the peacetime nor the wartime Army could 
clinical medicine be properly utilized without 
a background of efficient administration. 

Some very profitable articles could be 
written by Regular Army officers, ftom the 
fulness of their own knowledge, on such 
subjects as the experiences of an instructor 
assigned to the Reserve components of the 
Army; or the experiences of medical in- 
structors at the service schools, such as Ben- 
ning and Knox, as well as at this school at 
Brooke; or what the cadets at West Point 
are being taught about medical service, es- 
pecially preventive medicine, which includes 
cold injury; or the experiences of an Army 
surgeon in the Zone of Interior. I blush to 
say that I contributed nothing for publica- 
tion myself when I was Surgeon of the Fifth 
U. S. Army. I was kept very busy, it is 
true, but the chief reason I wrote nothing 
is because I did not then realize, as I do now, 
the value of what an officer in this position 
has to say. 

In these and a variety of other fields, in- 
teresting, informative, and useful articles 
could be written concerning the practical, 


down-to-earth experiences of those who have 
put official programs into effect. I wager 
that if their experiences were told, plan- 
ning for these programs would promptly 
undergo a number of modifications. 

There are also a number of clinical articles 
which might profitably be written. For ex- 
ample, I should like to know something about 
acute appendicitis at West Point. Here we 
have what amounts almost to a controlled 
experiment: the commonest of all surgical 
diseases, a selected group of young men, 
all within the same age group, in superb 
physical condition, and of unusual intelli- 
gence, and, finally, expert medical care 
readily available. What is the experience 
with rupture of the appendix in this group? 

I should also like to know something about 
trauma in training—its incidence, its sever- 
ity, how many man days are lost from it, 
what methods of prevention are being em- 
ployed. Even our wartime material on this 
subject is none too adequate. In the same con- 
nection, a collective study of traffic accidents 
in the Army, both in the course of military 
duty and in men on leave, might stir us into 
more active measures of prevention. 

Some excellent studies have come out of 
some Army hospitals, such as the blood 
studies from Walter Reed and the record of 
the unusual experience there with splenec- 
tomy of aplastic anemia. But, by and large, 
our clinical inaterial is not being utilized as 
it should be. This is unfortunate. For one 
thing, much of it is unusual. For another, 
it is of special importance today when, be- 
cause of prepaid insurance and for other 
reasons, clinical teaching material in civilian 
hospitals is becoming scantier and scantier. 

At the present time, I am discussing with 
Brigadier General James H. Forsee, the 
Chief of Surgery at Walter Reed Army 
Hospital, the possibility of follow-up studies 
on patients treated in Army hospitals. We 
plan to start with gastrectomy for both 
malignant and nonmalignant disease and to 
begin the study with selling the patient, 
while he is still hospitalized, the concept of 
a systematic follow-up. 

I could not be holding the discussions with 
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a better man. Thanks to General Forsee’s 
foresight we had available the material 
for the major portion of one of our volumes 
on general surgery. When he was Com- 
manding Officer of the 2d Auxiliary Sur- 
gical Group in the Mediterranean Theater 
of Operations, he wisely insisted that special 
records, which went into considerably more 
detail than the official records, be kept for 
all abdominal injuries, and he rode herd on 
their analysis after the war. In other words, 
he saw to it that what had happened was 
put down as soon as it had happened. As 
a result, this particular volume includes the 
largest series of abdominal injuries ever to 
be recorded, and reviewers have been almost 
universal in their praise of it. Without Gen- 
eral Forsee’s foresight, this volume would 
have taken a different, and probably a much 
less useful form. 

Even before I assumed my present posi- 
tion, I had begun to regret that I had not 
provided for this kind of record during 
World War II. If I had to fight the war 
over again as medical executive officer of a 
field army, which God forbid, I should cer- 
tainly see to it, no matter how active the 
fighting, that some provision of this sort was 
made. General Forsee occupies an almost 
exclusive category. We have frequently had 
a great deal of difficulty with the history 
of World War II because there were not 
more like him. Since we did not have what 
we needed, we had to do with what we had, 
and we frequently had to secure that in many 
devious ways. 

Let me give you an example. We found 
ourselves extremely short of material about 
the condition of orthopedic casualties re- 
turned from overseas. This we needed for 
the volume on orthopedic surgery in the 
Zone of Interior. Several lines of endeavor 
were fruitless. Then, one of the editors of 
the neurosurgical volumes, not being a pa- 
tient man, did not wait for my office, as is 
routine, to track down the current and final 
ranks of all the officers mentioned in the 
text but undertook the job himself. When 
he turned the correspondence over to the 
associate editor, she called to my attention 


one reply, in which the neurosurgeon queried 
recalled, almost nostalgically, his days at 
Halloran General Hospital and the large 
numbers of patients he had surveyed on their 
arrival from overseas. This neurosurgeon, 
who lives in Washington, proved a goldmine. 
He led us to a Reserve orthopedic surgeon 
in Nashville, who has generously shared with 
us his mass of personal material. He led 
us, in turn, to a Medical Service Corps 
officer, also living in Washington, who is 
telling us the story of these returned casual- 
ties. This is a subject of particular impor- 
tance because their excellent status was in 
sharp contrast to the generally poor condi- 
tion of similar casualties returned from over- 


seas during World War I. 


CERTAIN TRICKS OF THE WRITING TRADE 


I think you will agree with me, however, 
that a series of happy chances is not the best 
way in the world to secure historical ma- 
terial. So I would urge those of you who 
are now creating history, whether you ac- 
knowledge it or not, to set down events as 
they occur, to set them down in detail, and 
to let the results be known in the medical 
literature and be preserved in the Research 
and Archives Branch of my own unit, of 
which I shall speak more fully shortly. 

I am the last man in the world to en- 
courage a flow of half-baked publications. 
But I do think, if I may continue this flood 
of advice to those who know more than I 
about most subjects, that it is essential that 
young men in the service be trained to set 
down their own experiences. I suggest that 
you urge them to do so as you come into 
contact with them in the course of your off- 
cial duties, and I also suggest that you men- 
tion to them that there is no such thing as 
good writing, there is only good re-writing. 

Please understand that what I am pleading 
for today is material over and above the 
pound of flesh represented by the submission 
of required annual reports and the filling out 
of prescribed forms. One of the most dan- 
gerous implications of any form is the un- 
warranted inference by the person who fills 
it out that by that simple act he has con- 
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cluded his responsibilities. Personal notes 
and records of personal experiences have 
been of the greatest value in the preparation 
of the history, both to supplement basic 
data and to provide the overtones of interest 
that made one reviewer, at least, keep on 
reading because he wanted to see what came 
next. 

Let me reply in advance to one possible 
objection to personal records: I am all in 
favor of documentation when it is ava ‘able 
and when it is used with common -ense. 
When it is not so used, it can easily lead 
to that particularly dangerous variety of 
pseudo-scholarship which so often creates 
the illusion of reality. For my own part, 
on the assumption that Army Medical Serv- 
ice officers are honorable men, I am quite 
willing to accept as truth an individual’s 
‘recollection of what happened at a particular 
time or place, his presence there being docu- 
mentation enough for most purposes. 

I would plead, however, for the making 
of notes as a simple and painless way of 
providing basic data and of preserving ideas 
that otherwise would escape forever. Carry 
on your person notepads of the same stand- 
ard size. Make one note to a slip. Make the 
notes both legible and comprehensible, so 
that you can read them and will know what 
they are about when you come back to them 
weeks and months hence. Then destroy the 
slips, or file them, as indicated, when the 
immediate need for them is past. 

If you already have your own plan of 
action along these lines, I apologize to you 
for offering you another. I have always kept 
notes, but only recently have I begun to do 
it by this system, of which I am now the 
greatest champion. One of my associates 
insists that if you put down in this fashion 
every idea that occurs to you, you will find 
yourself the painless possessor of the com- 
plete outline of a paper or a book before 
you realize what you have accomplished. She 
persuaded the author of one of our planned 
volumes to do just that, and I must say that 
by the combination of his notes and hers, I 
saw this very thing happen a couple of weeks 


ago. A few years ago I wouldn’t have be- 
lieved it possible. 


Tue Historica, Unit, U. S. Army 
MEDICAL SERVICE 

Because I am not sure how much you 
know about the Historical Unit, I want to 
say a few words about it. It was originated 
in World War I, lapsed into inactivity in 
1929, with the publication of the last volume 
of the history of that war, and was reacti- 
vated in August 1941, Brigadier General 
Albert C. Love being called out of retire- 
ment to head it. For almost two years he 
operated it with practically no space and 
with almost no help, proceeding, as he said, 
“on sufference” and trying “not to attract 
adverse attention.” Those days have long 
since passed. 

At the present time, our major function 
is the preparation and publication of the 
history of the U. S. Army Medical Depart- 
ment in World War II. Chiefly in the future 
is the responsibility for the story of the 
Korean conflict. Continuing functions of my 
office range from the preparation of The 
Surgeon General’s annual report to planning 
for the historical coverage of selected activi- 
ties of the Army Medical Service. We also 
provide editorial service and publication as- 
sistance for all Army Medical facilities and 
personnel. A major job of this kind is now 
nearing completion,* the revision and modifi- 
cation, under Department of Defense aus- 
pices, of the NATO handbook on emergency 
surgery for use by our Armed Forces. I 
think you will find this handbook, which will 
have an initial printing of 54,000 copies, 
very useful indeed. 

I should like to say a special word about 
the Research and Archives Branch of the 
Historical Unit, both to solicit your con- 
tributions to it and to offer you its facilities 
for the publications I am urging you to pro- 
duce. 

This branch was not established formally 
until after the war, although General Love 


* This book, “Emergency War Surgery, NATO 
Handbook,” came off the press in July. 
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gave his attention to its functions almost 
from the beginning of his tenure. In June 
1946, the archives consisted of only 600 
linear feet of material. Last year, we calcu- 
lated that the material, which was filed in 
272 four-drawer, legal-size storage cabinets, 
consisted of more than 2,300 linear feet. 
This branch also has access to the thousands 
of documents in storage depots elsewhere 
in the country. 

Please help us to increase our resources. 
We can make good use of your publications, 
preferably in the form of reprints, and we 
will gladly receive any data of any kind. 
Don’t destroy any of your personal ma- 
terial. Send it to us for evaluation and let 
us select what can usefully be filed. You 
have no idea how elastic our criterion of 
usefulness is. 

In return, I offer you the services of this 
branch, though, I must warn you, not always 
immediately ; the impossible, as you know, 
sometimes takes a little longer than the 
merely difficult. I am quite certain that we 
can help you, and I am sure that our 
mutual efforts will redound to the ultimate 
good of the Service. 


Tue History oF THE MepicaLt History 
oF Wortp War II 


Now for the checkered history of the his- 
tory of the Army Medical Department in 
World War II. As you perhaps know, the 
original plan was that the history should 
be prepared under the supervision of the 
National Research Council. General Love 
went along with this plan at first because, 
as he said, he did not then “have enough 
prestige to take issue with it.” On his in- 
sistence, however, the nine clinical volumes 
to be written by civilian clinicians were to 
be supplemented by seven other volumes de- 
signed to cover the administrative, technical, 
and tactical activities of the Medical Depart- 
ment and to be written by Army Medical 
Service officers. 

The original plan was not sound, and as 
time passed, it became increasingly clear that 
it was entirely impractical for civilian pro- 


fessional men, no matter what their emi- 
nence, to record medicomilitary experiences 
in which they had never participated at all. 
The upshot was that in March 1944, The 
Surgeon General assumed the responsibility 
for the entire history, and a very wise and 
proper decision this was. 

In the spring of 1946, eight years before 
I became associated with the Historical Unit, 
there was another change of plan which I 
must describe as regrettable. This was the 
decision that lay historians should write the 
administrative volumes of the history, on the 
ground that they would be more objective 
than Medical Service officers who had par- 
ticipated in the events. This line of reason- 
ing, curiously, was directly contrary to the 
reasoning by which The Surgeon General 
had assumed the responsibility for the clin- 
ical volumes two years earlier. 

The results were about what might have 
been expected. Only a single administrative 
volume has been published. It was published 
during my tenure but not with my editorial 
supervision. I cannot tell you the amount 
of time, éffort, and sheer exasperation that 
have gone into the revision of two other 
volumes, presumably ready for press, but 
full of medicomilitary confusion inevitable 
because of the lack of orientation of lay 
historians in such complicated and highly 
specialized fields as, for example, medical 
logistics. 

This policy has been reversed. Adminis- 
trative volumes now in preparation and in 
the planning stage are the responsibility of 
military men. Major General Paul R. Haw- 
ley (Ret.), for instance, is chairman of the 
Editorial Board for the volume on training, 
and every chapter in this volume is being 
prepared by officers expert in their special 
fields. Major General S. B. Hays, The Sur- 
geon General, is supervising the volume on 
supply. Colonel Douglas B. Kendrick, MC, 
the Regular Army medical officer who han- 
dled the blood program, sometimes almost 
single-handed, during World War II, is 
responsible for the volume on blood. And 
so on. 
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Another advantage of having Regular 
Army officers do this job is that they take it 
for granted that the work must be done 
within the time limits set. I pause to pay 
tribute to Major General Shambora, whose 
excellent chapter on Medical Department 
training between World Wars I and II 
came into my office a couple of weeks ago. 
I also have similarly excellent chapters from 
Major General George FE. Armstrong 
(Ret.), the former Surgen General, on 
Officer Candidate Schools and from Colonel 
Byron Steger, MC, on unit training. 

General Love is a realistic man, and when 
the responsibility for the history was trans- 
ferred to the Office of The Surgeon General 
in 1944, he pointed out the dangers of rely- 
ing upon promises to perform and on no 
_ stronger pressures. His forebodings have 
been at least partly justified. All of the au- 
thors of our clinical volumes, most of them 
out of uniform when they did the work, 
have contributed on a voluntary basis. This 
has its obvious financial advantages for the 
taxpayers. With a few exceptions, these 
former medical officers have fulfilled their 
obligations competently and generously— 
though not always promptly. We are tied up 
on at least two volumes because one author, 
whose material is almost essential, has given 
us nothing but the promises upon which 
General Love looked with such skepticism 
in 1944, 


THE UTILIZATION OF THE MEDICAL 
History oF Woritp War II 


Exactly 100 years ago medicomilitary his- 
tory came into being, with the publication, 
only two years after the end of the war, 
of the two volumes of the history of the 
Crimean War. The project was conceived 
and carried to completion by Andrew Smith, 
Director General of the British Army Med- 
ical Service, who was determined that no 
successor of his should have to encounter 
“the many difficulties and _perplexities” 
which had been his own lot because there 
was nothing from previous wars to aid him 
in his gigantic task. 


These volumes so impressed The Surgeon 
General of that day that at the very begin- 
ning of the Civil War, he recommended the 
establishment of a sanitary commission, to 
prevent the evils which England and France 
had been able only to “investigate and de- 
plore.” As the late Brigadier General Frank 
W. Weed, editor of the World War I Med- 
ical Department History, wrote in 1929, if 
there had existed during the Civil War a 
dependable medical record of earlier United 
States wars, epidemics might have been 
foreseen, even in those pre-epidemiology 
days, and diarrheas might have been pre- 
vented. 

General Weed’s reasoning is transferable 
to all subsequent wars, though the mere ex- 
istence of a record of past wars is not 
enough. As Hanson W. Baldwin, military 
editor of the New York Times, has well 
expressed it, it is just as necessary to find 
readers for military histories as it is to find 
funds for their publication. We have paid 
heavily in the past for our negligence in 
finding them. 

The reason why we did not find them is 
clear. The distribution of the Civil War his- 
tory was via Congress and was for all prac- 
tical purposes on a personal basis. The dis- 
tribution of the World War I history was 
somewhat more efficient, but neither of these 
important historical series received the proper 
publicity, and their great potential usefulness 
in subsequent wars was therefore almost com- 
pletely unfulfilled. 

We are trying to avoid this error with the 
history of the U. S. Army Medical De- 
partment in World War II. About a year 
ago, when I presented this matter to The 
Surgeon General, the swiftness with which 
he authorized a promotion branch in my 
office was an indication of his awareness 
and appreciation of the potential usefulness 
of these volumes. This branch, which has 
functioned only since last August, is already 
proving how interest begets interest. Book- 
stores in New Orleans and New York, for 
instance, have altruistically supplied infor- 
mation for would-be purchasers on how 
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these volumes can be procured, which is, as 
you know, only from the Government Print- 
ing Office. Similar inquiries are daily re- 
ceived in my office. 

The exhibit on the history set up here for 
your convenience has already been shown 
at the American College of Surgeons, at the 
Academy of Orthopaedic Surgery, and at a 
number of other meetings. It is scheduled 
for the American Medical Association meet- 
ing in June and the American Academy of 
Ophthalmology and Otolaryngology later in 
the year. A smaller exhibit, prepared for 
smaller meetings, was first shown at the New 
Orleans Academy of Ophthalmology last 
month. Please look out for our exhibits and 
mention them to your friends. 

Reviews of our published volumes have 
been, on the whole, fair, generous, and fa- 
vorable. Some reviewers have spelled out, 
in a most gratifying fashion, why these 
books should be in every physician’s library. 
I think we have deserved the few adverse 
comments we have received. I can under- 
stand why some reviewers have exhibited a 
combination of shock at the delay in the 
publication of the history and surprise that 
it is finally appearing. I am in full agree- 


ment with those who have pointed out that 
these books should have been available for 
the war that was not a war in Korea. 

To date, 12 volumes in the Medical De- 
partment series have already been published, 
11 of them since 1955. Three are in press, 
26 others are in active preparation for press, 
and the number of our no-action volumes 
is no longer very large. 

I need not point out to those of you who 
are here today that the value of these vol- 
umes goes far beyond their historical worth. 
They are of current usefulness to a wide 
variety of persons. The young men now in 
medical school or in training as internes and 
residents will find the military service which 
lies ahead of most of them greatly simplified 
if they know what is in them. Instructors in 
the MEND program and those engaged in 
the training of Reserve Army officers will 
also find them useful. They contain much 
of value on the civilian surgery of trauma 
as well as on preventive medicine. Finally, if 
the day of disaster should come, by natural 
forces or enemy action, the value of these 
volumes will be tragically enhanced if their 
contents have previously been learned, 
marked, and inwardly digested. 
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The Vanishing Medic—An Evaluation 


By 


LIEUTENANT COLONEL SAMUEL McC MC, U. S. Army* 


ANY years ago, in the desolate 
M wastes of the Southwest, a small 

band of soldiers was cut off in a 
surprise attack by Apache raiders. Under 
the savage onslaught their officers fell, one 
by one. Finally a young medical officer was 
left. He took command and, under his de- 
termined leadership, the soldiers fought off 
the Indians and survived. He was awarded 
the Congressional Medal of Honor. 

In Korea during the precipitate retreat 
which our newspapers called “a strategic 
withdrawal before advancing hordes of Chi- 
nese Communists”, a Battalion Medical Pla- 
toon was apparently forgotten by its parent 
units, both medical and infantry. Realizing 
that they had been left behind and were now 
in enemy territory, the sergeant organized 
his men and, travelling in the dark by minor 
trails and little known roads which he had 
reconnoitered on the triumphant advance to 
the Yalu, led them to saftey, finally catching 
up with the Medical Company a hundred 
miles away. Where was the Medical Officer 
who, in theory, commanded the platoon? To 
put it bluntly, he just went along for the ride. 
He was a new recruit, fresh from a resi- 
dency, city born and bred, unable to think 
beyond the walls of the hospital where he had 
been trained and incapable of taking care, 


* The opinions expressed herein are those of the 
author and do not necessarily represent those of 
the Department of Defense, Department of Army 
or The Surgeon General of the Army. 

Lt. Col. S. McClatchie graduated from University 
of Toronto, Canada in 1939. Subsequently he served 
with the Royal Canadian Air Force, the Canadian 
Army and the Indian Army in World War II. In 
U.S.A. when the Korean War began, he joined 
the U. S. Army Medical Corps and served with the 
27th Inf. Regt. in Korea. Subsequently among other 
assignments he was advisor to the Japanese Army, 
instructor at MFSS and Division Surgeon of the 
82nd Airborn Div. Until recently he was Deputy 
Chief, Medical Section, Army Section, Military 
Advisory Group, Taiwan; now Division Surgeon, 
Ist Infantry Division, Fort Riley, Kansas. 
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even of himself, in the field. The Sergeant 
was awarded a battlefield commission to 
Second Lieutenant. 

A hundred years in time and a millennium 
in thought separates these two incidents. The 
civilization from which they both came is 
the civilization which spawned us all, born 
in battle, hardened by exploration and pio- 
neering, and finally softened by the bewilder- 
ing complexities of the Age of Machinery. 

There is no essential difference between 
those two physicians. Given equal oppor- 
tunity they would probably have developed 
equally. No one can say that basically one 
was more courageous than the other. But 
one had lived in his harsh environment and 
had been tempered by it. The other was 
squashed like a soft pat of butter in the vice 
of war, a war he never expected, a war for 
which his whole background and experience 
had left him unprepared. Bewildered and be- 
devilled by the crudity, the awful brutality of 
life in combat, unable to find anywhere in his 
past experience a comparable situation, he 
turned over his command, very wisely, to a 
man who had lived through World War II, 
and meekly followed him to safety. 

These are extreme cases, you will say. 
There are many examples of heroism, of 
adjustment to similar situations, even of 
inspired leadership in the Medical Corps, 
that came out of the Korean Conflict. That is 
true, but the basic lesson remains. We cannot 
hope to weld a chain to hold back the Com- 
munist menace if the individual links are 
too soft. The strongest hearts and _ finest 
spirits in the world cannot achieve victory if 
the muscles and sinews of their legs will not 
carry them onward. The most determined in- 
dividual cannot find his destination unaided if 
he cannot read a map or cross a river with- 
out benefit of bridges. 

In the days of the Indian Wars a medical 
officer was expected to be a soldier as well 
as a doctor. Today we are hearing it empha- 


e 

a 

iJ 

n 

h 

a 

ti 

li 

Tt 

Pp 

Pp 

f 

li 

st 

il 

b 

st 

b 

ty 

th 

di 

e 

W 

N 

W 

A 

ol 

la 

Se 

it 

de 

m 

at 

tr 

tc 

7 a 

f 


The Vanishing Medic—An Evaluation 


sized by Senior Officers of the Medical 
Corps’ that we are doctors first and soldiers 
second. But is this necessarily so? Let us 
examine for a moment the validity of this 
assertion ; let us go back to basic principles. 

There is no doubt in anyone’s mind that, 
if there were no wars, there would be no 
need for armies and therefore no need for a 
Medical Corps. In peacetime there is no war, 
although we now have the queer anomaly 
called a “Cold War.” The Army in peace- 
time is largely a framework, a basis if you 
like, for the tremendous forces we might 
require in a global conflict. The essential 
part of the Medical Service in such an or- 
ganization is the part that plans and pre- 
pares for war and that provides leadership 
for the thousands of inductees from civilian 
life who will be required to take care of the 
soldiers. This part, then, is not concerned so 
much with ordinary medical practice as it is 
with organization and training for battle, and 
in that respect it is no different to any other 
branch of military service. 

What about medical care of the serving 
soldier and his dependents? Most of the 
basic medical care.being done today is done 
by civilian physicians in service for their 
two years of compulsory duty, or by those in 
the Residency program. None of these is 
doing any task which could not be done 
equally well by any other civilian physician 
with comparable training. They are not 
Medical Officers in the true sense of the 
word. They fit into the organization like 
eggs in a container but are not part of it. 
And they drop out of the container at the 
end of their usefulness, to be replaced by 
others just like them. Furthermore, in the 
last analysis, care of dependents is not es- 
sential to winning a war. The Army leaves 
its loved ones behind in battle and civilian 
doctors handle the job. It does not require 
military training for this. So it would seem, 
at least to me, that a Medical Officer in the 
truly military sense of the word is not a doc- 
tor first and a soldier second. He cannot be 
a Medical Officer unless he is a soldier. He 
cannot do anything more than a civilian to 
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further the success of our arms unless he 
understands the military organization and 
way of life. 

If we do not get into a generalized war it 
may be said that my ideas do not apply, that 
the existing organization must suffice and 
here medical skill is absolutely essential. 
Again I agree, but even more necessary is the 
skill of the soldier. What man among us who 
has not had intensive military training would 
be prepared to command a medical unit in one 
of the new Pentomic Divisions—even if it 
went into action in trucks rather than by 
parachute drop, airlanding or beach assault ? 
Such a command will require even more 
military judgement than ever before. Of 
course we could get out of it by leaving such 
mundane details to the Medical Service Corps 
(MSC) officers and abdicating from our 
proper command function at the same time, 
which brings me to the title of this article— 
“The Vanishing Medic.” 

As a result of World War II the Medical 
Service Corps had expanded to the point 
where numerous duties previously performed 
by Medical officers were performed entirely 
or in part by the MSC officer. This has been 
hailed almost universally as a liberation of 
the doctor from the supposedly onerous 
duties of administration, leaving him free to 
confine himself to clinical work. It has freed 
him certainly, but to the point of schizophre- 
nia of the Medical Service, which today is 
composed of two separate groups of indi- 
viduals, Medical Corps and Medical Service 
Corps, most of whom are incapable of assum- 
ing the duties of the other. The MSC of 
course cannot be expected to know all about 
medicine, but how can we doctors continue 
to command when we know nothing about the 
units we are supposed to lead? The situation 
today, in the realistically minded divisions of 
army, is such that command is almost exclu- 
sively in the hands of MSC officers, who 
lead the young doctors to thier examining 
rooms and say, “Here’s where you work 
Doc—we'll tell you what to do when you 
aren’t seeing patients.” Now this is just fine 
for those doctors who abhor administration. 
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(They'll come to a rude awakening when they 
get into their own practices later on and see 
the mess of paper work there.) But in four 
or five years from now—what then! Practi- 
cally all the MSC’s with combat experience, 
or other extensive military experience, are re- 
servists due to be retired (or RIF’d) in the 
next five years or so. What do we have to re- 
place them? Today almost half the Medical 
Service Corps is composed of lieutenants, 
most of whom are two year men whose en- 
thusiasm for further service is only equalled 
by that of the average doctor. When the old- 
‘timers go, it will be a competition between 
MSC and MCas to who knows the least about 
the job—and what sort of a Medical Service 
will that be? 

There was a time when a good First Ser- 
geant could take both of them by the hand 
and the unit would get along. Where is he 
today? That’s a question I won’t even attempt 
to discuss. 

In a desperate attempt to infuse some life 
into the Medical Corps, the Residency Pro- 
gram was started and is proving very success- 
ful. A young man may take an internship and 
four years Residency and then pay back an- 
other four years—but in his specialty! It’s 
true he takes a course at the Army Medical 
Service School (AMSS) somewhere along 
the line but such training, unless intensified 
by practice, is soon forgotton. Many of them 
get out when they have paid back their time, 
since they are still young and active enough to 
make an excellent living on the outside, so 
that for practical purposes they have spent 
nine years in the Army doing only what any 
civilian draftee could do. The others, well, 
you should hear their cries of anguish when 
they are torn from their beloved specialty and 
made to do a field job such as Division Sur- 
geon! It’s a waste of talent, they cry—and 
they are right. It’s also a waste to the service 
in a job poorly understood and therefore not 
well done. Pity the poor Division Commander 
who will have to use such men, especially 
when all the old MSC’s have gone home! 

Now this is a serious situation and calls 
for heroic measures. To the enduring credit 
of those who lead us, heroic measures have 
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been taken but are they sufficient? The 
Residency program trains specialists. It does 
not train Medical Officers. Medicine Service 
Corps procurement has hit on evil days and 
the problem, to me at least, seems almost in- 
surmountable. Extra pay for doctors, a raise 
for everyone, better medical care, etc., have 
all been tried. It seems that there is simply 
an abiding dislike of military life on the 
part of our American people today and, with- 
out the stimulus of war, there is no easy solu- 
tion. 

An old military adage is that if your at- 
tack fails you should hold and re-evaluate the 
situation before continuing to attack. A new 
direction seems indicated. If my basic pre- 
mise is accepted, i.e. that what we need in the 
Medical Service today is not doctors in uni- 
form but Medical Officers, I believe the 
following somewhat Spartan advice may be 
of help. 

No residency should be offered to anyone 
who has not completed his obligatory two 
years of service, or its equivalent. That two 
years should be in field units. If a young 
man likes the service well enough after such 
an apprenticeship to sign up for a residency, 
we can have reasonable hopes he will stay. 
We can also be reasonably sure that, in a 
war, he could perform capably as a regi- 
mental or division surgeon, or wherever else 
he might be required. 

The Medical Corps must return to doing 
more command and administration at all 
levels. This would insure that, as good MSC’s 
become scarce, the Medical officer would at 
least have a basic understanding of the pro- 
cedures required to run his unit. He could 
learn as he goes along. In other armies the 
doctor is expected to run his unit with the 
help of other doctors and very few MSC’s. 
Their Medical Services seem to function 
reasonably well, as I can attest from per- 
sonal experience. 

Training of all components of the Medical 
Service must be fortified. The six months 
course for Regular Officers at AMSS, with 
very little time in the field, does not consti- 
tute, in my opinion, the proper background 
for fighting a war. Shorn of all window 
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dressing and toughened both in its physical 
and mental aspects, such training will pro- 
duce MC’s and MSC’s on whom we can de- 
pend. 

Undoubtedly someone will say that, if this 
program were adopted, even those young men 
of the type we have already attracted will be 
discouraged, and that the number of career 
officers will sink to an all time low. I say what 
of it? As I have tried to show above, those 
who cannot stand the rigors of the field, or 
the extra duties of administration, are but 
civilians in uniform. They serve no more use- 
ful purpose than the draftees do and are 
motivated only by what they can get out of 
the service rather than what they can do to 
help their country in these troubled times. 


Better to have a small hard core of real fight- 
ing men who love the service than a motley 
crowd of disgruntled individuals counting the 
days until they can get out. Leaders are not 
found among the latter group and leaders are 
what we must have if we are to survive. 
There probably are other ideas which 
might work better than those I have pro- 
pounded. One thing is sure—unless we do 
something, and do it soon, the old-fashioned 
“medic” will vanish, to be replaced by the 
civilian in a fancy uniform. When that day 
comes, I hope there will be no more wars. 
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THE CIVILIAN EMPLOYEES HEALTH SERVICE of the Department of Defense 
had six persons* honored recently in recognition of their service. This unit provides on- 
the-job medical service to civilians of the Department of Defense in Washington, D.C. 
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The Challenge of Man’s Entry into Space 


By 


Major Geratp A. CHAMPLIN, MC, U. S. Army* 


lenge to the military surgeon. The ap- 

plication of established knowledge 
and investigation of new parameters in hu- 
man psychophysiological stress offers a field 
for much imaginative labor. The immensity 
of this new problem is without precedent. 
Isolated in an entirely new physical world 
fraught with life-endangering potentials over 
which he has little control, the astronaut will 
have much to think of and little to do. 

Why then man in space? This is the ques- 
tion debated by the biological and physical 
‘scientists. There are several answers. To 
those of unusual vision, the tale of man’s 
first satellites returning slowly to earth is 
awakening proof of our world’s eventual 
fiery return to the sun. Eons of time away; 
yes, but escape for posterity depends on this 
time for planning. Even without such eventu- 
ality man is already feeling the effects of 
crowding and a need once again for expan- 
sion. More acute is the engineer’s desire to 
integrate man into the machine that explores 
space. Recall, if you will, the flight of a 
plane on automatic pilot when it was very 
smooth, and how it became somewhat bumpy 
when the human pilot took over. For this 
and similar reasons the general public, and 
indeed many of the physical scientists dis- 
count man as the perfect machine. The engi- 
neer has taken occasion to refer to man as a 
“noisy servo.” “Servo” is an element of a 
complex machine which, upon receiving an 
appropriate signal, performs a specific job. 
“Noisy” refers to an element which, creating 
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interference or static, confuses the total ma- 
chine’s operation. Balanced against this view 
is the growing complexity of the machines 
that traverse space. Despite man’s noisy char- 
acteristics, he is a servo of infinite applica- 
tion. The physical scientist interested in ex- 
tending the usefuiness of his space machine, 
or, in his words, to add sophistication to the 
machine, needs a repairer, a corrector and an 
interpreter of higher order than he can pro- 
duce. 

There is much time before we are specta- 
tors at the last stages of the world’s death. 
What the more immediate benefits to man- 
kind from space exploration will be, no one 
can say. The benefit of any of man’s former 
explorations and travels could not be fore- 
told ; yet in each venture the benefits were so 
enormous as to be unbelievable to the people 
of that time. To us, of course, Christopher 
Columbus’ expedition to this rich and pro- 
ductive hemisphere in 1492 is the prime ex- 
ample. By analogy, there is no reason to be- 
lieve man’s first voyage into outer space will 
be any less rewarding. One of the most 
argued points connected with space travel is 
the habitability and suitability of other 
planets and satellites of this and other solar 
systems for “life” both as we know it and as 
it might arise under other circumstances. No 
answer, no matter how intellectually predi- 
cated, can be given credence ‘until manned 
space flight is a thing of established fact. It 
might be kept in mind also that nowhere in 
history is man’s early explorations without 
military significance, little regarding the mo- 
tive of the explorer. 

Space travel should properly be thought of 
as divided into two phases. Rocket travel, 
wherein man uses a new mode of transporta- 
tion for terrestial travel, and is subjected to 
the “space equivalent” conditions of the 
“aeropause.””* The second phase being or- 
bital, lunar, interplanetary missions and be- 
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yond. The first phase is of imminent reality. 

For the physical scientist, precise in his 
disciplines, space starts about 600 miles 
above the earth’s crust. For the astrobiolo- 
gist, some details of space begin about 10 
miles altitude and is almost complete at 120 
miles. Thus we have a partial space equiva- 
lence from 10 miles to 120 miles, and a total 
space equivalence for man from 120 to 600 
miles. 

Experimental test animals have been sent 
far into the aeropause and returned safe and 
unharmed. Man has not yet penetrated this 
area much above 20 miles. However, neither 
animal nor man has been subjected to this 
environment without protection in the form 
of characteristics of earthbound existence. , 

Unfortunately, we cannot give him all of 
the terrestial characteristics, nor even dupli- 
cate these changed conditions in the labora- 
tory on the ground. Insofar as engineering 
skill will permit, a small earth totally unlike 
the void of space surrounding it, must be 
created for the space traveler to live in. This 
is a necessity in our present state of knowl- 
edge. 

There are then'three types of information 
that must be sought. The first area of in- 
formation is knowledge and training from 
our earthbound laboratories that can be di- 
rected towards implementation of space proj- 
ects. These include tolerances of usefulness 
to noise, vibration, CO., Os, increased g 
forces, heat regulation, etc. There are, how- 
ever, many who now feel that tolerance limits 
should not be given the designer, but that 
optimal conditions as we know them should 
be the designer’s goal. 

The second is information that can only 
be gained in space—the space laboratory. 
These are: weightlessness over considerable 
periods; heat and light changes, radiation 
from nuclei heavier than can be produced 
with our present reactors; and perhaps the 
“break through” phenomenon. 

The last area of information to be pursued 
is in basic research. For the present we must 
assume that the conditions of our present 
terrestial life are the optimal conditions for 
living. But what really do we know that leads 


us to believe that life as we see it, developed 
because of our ecology; we could equally 
believe that this life developed despite its 
surrounding environment. Certain informa- 
tion has been developed that metabolic sys- 
tems of primordial life may have resisted 
oxygen interference.* It has been shown, 
theoretically, possible to maintain metabolic 
processes without resort to our respiratory 
system for oxygen requirements. 

From this, we can see that complete an- 
swers cannot be given prior to the first 
venture into space. Therefore, we must pro- 


‘vide the first astronauts with comfort, some 


awareness of their terrestial life, some feel- 
ing of accomplishment and most particularly 
with the reality of the valuable relationship 
they carry to their fellow men. They must be 
imbued with the certainty of return to the 
normal behavior of terrestial life with its 
many blessings. 

Information from our laboratories and ex- 
tensive use of airplanes and submarines 
easily crystallizes into data for a Life Sup- 
port System. For altitudes in excess of 
70,000 feet, this system must be a self- 
sustaining environmental cabin, capable of 
producing the conditions in which man is 
most efficient. Terrestial atmosphere is rela- 
tively uniform, providing a 21% oxygen 
mixture at a pressure of 14.7 Ibs. per square 
inch. From this man is provided with 22 
cubic feet or two pounds of oxygen a day; 
to the atmosphere man returns about 18.6 
cu. ft. or 2.2 lbs. of carbon dioxide. The nor- 
mal composition of air contains 0.04% CO, 
and man tolerates poorly excesses of 2.0% 
over prolonged periods. For the designer of 
a space ship, it is well to know that a man 
acclimates easily to 10,000 feet of altitude or 
10.1 pounds per square inch with the same 
atmospheric composition; but that he be- 
comes hypoxic and loses his usefulness 
rapidly at 38,000 feet or 3 p.s.i. 

In the circumstances of space flight, body 
heat regulation will be solely dependent on 
the evaporative processes of perspiration. 
The “normal” atmosphere contains about 
6.0% water vapor. A man producing two 
pounds of sweat and vapor in expired air 
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causes the problems of atmosphere and heat 
exchange to play a major role in design. 

Stored oxygen, CO, absorbents such as 
lithium hydroxide and baralyme, and solid 
insoluble dessicants for humidity control will 
be utilized in the first ventures into space. 
Condensation methods become difficult under 
weightless states. 

Urine, feces and other wastes will be 
stored on the first, shorter flights. Later 
wastes will be changed into usable products. 
Showing the earliest promise is the re-use of 
human urine.* Later a closed ecology utiliz- 
ing the concept of our terrestial balance of 
plant, light and animal may be feasible. In 
such a system light and plants use the COz, 
urine and feces to produce food, oxygen, and 
provide some humidity control. This system 
is presently under study at several labora- 
tories utilizing algae. Other factors neces- 
sary to the design but not dependent upon 
space, are noise and vibration tolerances, and 
internal lighting and ambient heat regulation. 
Speed in itself has no effect on protoplas- 
mic bodies, but rate of change, acceleration 
and deceleration, cause prompt physiologi- 
cal embarrassment. In everyday life, man 
is subjected to a constant acceleration of 
one g or the effect of gravity. A force 
of several g’s are necessary to bring a ve- 
hicle to velocity capable of earth orbit or 
space travel. One has only to realize that a 
150 pound man at 1 g weighs 600 pounds at 
4 g’s to gain an idea of the physicological up- 
heaval of such force. Tolerance to increased 
g is dependent on many factors. In experi- 
mental animals, mass, body configuration and 
phylogenetic scale are important. A small 
fish will stand several thousand -g’s, while 
larger experimental animals are killed by 
short exposure to 50 g’s. Time, position, pro- 
tection and other physical factors make great 
differences in acceptable limits. Man under 
the most favorable of circumstances has 
withstooa 21 g’s for appreciable periods of 
less than one minute’s duration and can stand 
much more for mili-second periods. 

In sharp contrast are the problems con- 
fronting man as a result of space. The 
weightless or zero g state in free space flight 
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will undoubtedly create severe psychophysio- 
logical disturbances. While it is true that the 
force of gravity decreases with the inverse 
square of the distance from the earth’s cen- 
ter, the circumstances of a vehicle in flight 
is quite different. Zero gravity can be pro- 
duced at any height where the force of iner- 
tia counterbalances the gravitational pull of 
earth. This is the case of an orbital or space 
vehicle. Experiencing an existence of no up, 
no down will tax the senses of orientation to 
the utmost. Man’s experience in this condi- 
tion has been for short exposures. Experi- 
mental animals have been subjected to zero g 
for somewhat longer periods.’ The longest 
period has been the dog, Laika, in Sputnik IT. 
So far no untoward effects of serious degree 
have been reported. It should be noted that 
responses to be feared for man might not be 
observable in lower animals, and the animal 
was not returned to earth for definitive study. 
The disturbing effect of once heavy objects 
hanging in mid-air, moved by the slightest 
force; the lack of convection as a mode of 
heat exchange; the inability to pour liquids 
or drop objects will complicate behavioral 
patterns. It has been calculated that a man 
expends more energy combating gravity than 
in all other activities. May not the weightless 
state be physiologically beneficial? Certain 
investigators believe so. Evidence in_bal- 
anced bouyancy tests in a liquid surround- 
ing, free of sensory stimuli, indicates that a 
period of two to four hours is the subjective 
equivalent of eight hours of deep sleep; in- 
deed so restful that it was poorly tolerated 
for twelve hours. Other investigators see no 
physiological benefit to be gained from zero 
g. Much of the regulatory schemata of the 
cardiovascular system is gravity-dependent. 
Hypo-tension, decreased pulse velocity and 
possibly right heart failure appear the most 
likely over prolonged periods. It has been 
known for many years that inert objects pass 
through the gastro-intestinal tract in time 
inversely proportional to their density. Rea- 
soning indicates that digestion would be im- 
peded, but also cellular metabolism would be 
lowered. In one of the Air Force studies a 
diminution or total absence of urgency was 
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noted in subjects with a distended bladder 
during zero g. 

Our present satellites are now rotating 
around their own short axis like a bullet, and 
end over end like a propeller on their long 
axis, Investigations are being performed 
with man subjected to rotation in two and 
three planes. Although figure skaters easily 
orient themselves to revolutions of 100 per 
minute, this is with the center of rotation in 
line with the center of the body. Man is usu- 
ally uncomfortable to revolutions above four 
per minute when he is not centered. If man 
does not adjust comfortably to zero g, a low 
order of rotation could provide a centrifugal 
force substitute for gravity. Such a scheme 
envisions man living and working at the 
periphery of rotation necessary to give the 
force of % g. Although this would not dupli- 
cate the conditions of gravity, orientation 
and physiological disturbances would be m'n- 
imized. 

Several forms of highly energized matter 
streak through outer space. The earth’s at- 
mosphere acts as an effective filter against 
most of these potentially hazardous rays. 
Large amounts of burning ultraviolet are 
filtered from the solar radiation by a dense 
belt of ozone at an altitude of 140,000 feet. 
These and an abundance of soft X-rays from 
solar activity are easily shielded. 

Cosmic radiation has undergone several 
definitions. Until recently it was believed that 
the Milky Way with its changing electro- 
magnetic fields acted like a huge reactor 
pump, producing the cosmic rays that reach 
earth’s atmosphere. Now increased activity 
has been shown during solar flares.* Of par- 
ticular interest among the cosmic radiations 
are the heavy nuclei. Although constituting 
only a small fraction of the total number of 
space particles, they produce the majority of 
radiological events in the total radiation ar- 
riving at earth’s atmosphere. The heavy pri- 
maries of cosmic radiation have a fixed ratio 
consisting of 79% protons or hydrogen 
nuclei, 20% helium nuclei and 1% the nuclei 
of heavier elements.’ Of these heavy pri- 
maries, about half penetrate down to 12.5 
miles; their lower limit being 12 miles. De- 


spite their small number they constitute a 
hazard because they deliver an exceedingly 
high dose of radiation, localized to an area 
corresponding to a 4-5 cell thickness. Were 
this their only effect they could be dis- 
regarded. Secondary ionization along the 
course of their burn-out in tissue produces 
more profound effects including disruption 
of enzematic activity. 

The conception of a radiation belt about 
the earth has gained impetus from recent 
satellite and space vehicle reports. Contain- 
ing all elements of solar and cosmic emis- 
sions this belt is believed to extend from 600 
miles to an area of 4 or 5 earth radii in al- 
titude ; thickest at the equator and diminish- 
ing to near absence at the poles. Conversely 
more radiation enters the earth’s atmosphere 
in the region of the poles. The explanation is 
that earth’s electromagnetic fields capture 
the particles and they rotate around the earth 
like a satellite because of these fields rather 
than as an effect of gravity. Were these visi- 
ble particles, and we on another planet, earth 
might appear to have a ring similar to that of 
Saturn. Ordinary shielding in this region 
will be of little avail. We have only to recall 
that electrons shot at a metal plate in a 
vacuum produce X-rays; and in this belt are 
vast swarms of freely energized electrons. 
Man can escape and by-pass this belt using 
a polar orbit. Also, it has been suggested that 
this cosmic radiation debris collected over the 
past 40 billion years of earth’s life can be 
swept from space. The third possibility is 
development of an entirely new concept of 
radiation shielding. 

Meteorites travelling at speeds of 12 to 36 
miles per second and seen as falling stars, 
are burned up by the friction of our atmos- 
phere or collision with other interstellar 
bodies. Much more data must be gained on 
their size and number. Even though recent 
reports have indicated that their number in 
space may be tenfold that predicted, collision 
with one of mass enough to penetrate the 
hull of a space ship is remote. Protection 
against such a collision or against explosive 
decompression made possible by meteoritic 
puncture must be made. That meteorites oc- 
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cur in measurable abundance at 500,000 feet 
has been established. 

The excessive heat production of air fric- 
tion upon exit and reentry of the atmosphere 
will be necessary knowledge for the astro- 
naut. Temperatures of several thousand de- 
grees may be produced with improper re- 
entry. Nor does departure from the atmos- 
phere solve the problems of temperature. 
Beyond the border of thermal interaction be- 
tween vehicle and atmosphere, the shell tem- 
perature will depend on exchange of radia- 
tion between the sun, earth and cosmos, and 
the ship. Convection, as pointed out, cannot 
occur in the vacuum of space. None the less, 
skillful engineering resulted in our Explorer 
satellites maintaining an ambient inside tem- 
perature of 60° to 80° F and preliminary 
reports state that the Pioneer stayed within 
‘a range of 35° to 40° F. 

Illumination on earth’s surface is depend- 
ent upon atmospheric diffusion of light rays 
from the sun, the reflected light of the moon 
and back scattered light of earth reflection. 
The twinkling of stars is caused by this phe- 
nomenon. As one ascends through the areo- 
pause, the sky becomes darker, until at 
400,000 feet the void surrounding the craft 
assumes the appearance of a midnight black 
sky punctuated only by the sharply deline- 
ated, glaring brilliance of stars and other 
astral bodies reflecting star light. Provision 
for diffusion of light as well as a safety fea- 
ture to avoid the astronaut’s accidental direct 
viewing of stellar bodies will be mandatory. 

One facet of this problem that may or may 
not be space related, is the “break off” or 
“break through” phenomenon. It has been 
noted by almost all who have exceeded 
80,000 feet, though the exact height for 
each man is somewhat different. It has been 
described as a sudden mixture of elation 
and sorrow, a feeling of remoteness, a de- 
tachment from all that is worldly. The sea- 
soned high altitude flyer is less effected than 
the novice ; even as the experienced deep-sea 
diver is less influenced by “raptures of the 
deep.”” The divers problems, too, is an eerie, 
constant feeling of unreality that has been 


found due to nitrogen narcosis. The similar- 
ity is so great that one wonders if the “break 
through” will not be found to be a physical 
phenomenon. 

Having insured the safety of our closed 
system, other effects of space need be only 
mentioned. These are the complete anoxia of 
man at 52,000 feet and the boiling of body 
fluids at 65,000 (37° C). The propagation 
of sound waves outside the space ship be- 
comes impossible at 400,000 feet where the 
molecules of air assume the order of wave- 
length of sound. Not only is it black and 
empty, but silent. Many attempts have been 
made to duplicate such a stimuli-free situa- 
tion, but will man react in the same manner 
when he knows that someone is not standing 
outside ready to extract him at the hint of 
danger! The haunting uncertainty of his re- 
turn to earth, isolated in his stimuli-deprived 
abode may well prove to be the greatest bar- 
rier to useful space flight. 

Selection and training as in all successful 
endeavors must be as early as possible, and 
as complete. Some aspects of the training will 
resemble medieval torture. The early astro- 
naut must have a high order of intelligence, 
a broad background of experiences in physi- 
cal and biological sciences. He must not have 
an intolerance for any limit established for 
man. He must be trained to increase his 
tolerance to CQOs, acceleration, extremes 
of auditory and vibration levels, prolonged 
periods of stimuli deprivation and isolation, 
reduced activity and emotional restraint. He 
will need to be trained to silence and yet to 
monotonic sound. Training to sort out sen- 
sory stimuli and depend on one, the visual 
apparatus, is difficult. Based on a knowledge 
of the deaf mutes reliance entirely on the 
eyes in water, it has been advocated by some 
that the early astronauts submit to destruc- 
tion of vestibular function. Particularly has 
this latter suggestion been made where cen- 
trifugal force is considered as a substitute 
for gravity. The Coriolis effect of centrifuga- 
tion introduces a very undesirable stimulus 
that would be difficult or impossible to 
ignore. Different colored walls in training 
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and flight might be useful in spatial orienta- 
tion. The aspiring astronaut will be taught to 
move very slowly and deliberately, and to 
apply force gingerly. Even his eating and 
drinking habits will need to be changed to 
depend on sucking. 

As can be seen from the foregoing ac- 
count, there is little to preclude man’s pri- 
mary trips through space as a means of 
travelling several thousand terrestial miles in 
a matter of a few minutes. There are, how- 
ever, areas that can only be conjectured re- 
garding extra-terrestial travel. This situa- 
tion of conjecture, or predication, is repeated 
throughout man’s history. Only one very old 
element awaits consideration, the moment of 
calculated risk. 

The stars beckon and man stands ready, 


gazing up towards his greatest adventure— 
the conquest of space. 
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Rehabilitation of Tendon Transfers 


By 


Opon F. von WerssoweEtz, M.D., F.A.C.P.7 


HERE is an increasing tendency to 

use tendon transfers in the total reha- 

bilitation of disabled extremities re- 
sulting not only from residuals of poliomye- 
litis but from neuromusclar and traumatic 
disorders. The results are excellent if certain 
‘basic principles, which were evolved during 
the past fifty years, are followed. 

The first tendon transfer operation was at- 
tempted in 1881 by Nicoladoni who tried 
unsuccessfully to transfer the peroneal ten- 
dons into the Achilles tendon for a calcaneal 
deformity resulting from poliomyelitis. In 
spite of this failure, the procedure of length- 

’ ening and transferring tendons was enlarged 
in Europe. At the turn of the century, these 
operations were being performed by Hacker, 
Lange, Vulpius, Codivilla and Eve. In this 
country, it was Milliken who first reported in 
1895 a successful tendon transfer of the ex- 
tensor hallucis longus for a paralyzed ante- 
rior tibial muscle. In the same year, Gold- 
thwait reported a series of successful tendon 
transfer procedures. In general, however, 
most such procedures were disappointing in 
the functional results and gradually these op- 
erations were abandoned by American sur- 
geons. 

A revived interest was created by Biesal- 
ski, a German surgeon, who in 1910 pub- 
lished a book entitled “The Physiological 
Method of Tendon Transplantation” in 
which he described improved technical meth- 
ods and operative procedures which had fa- 
vorable results on providing functioning 
transfers. These operative procedures and 
methods have been modified and improved by 
Mayer, Jones, Lovett, Steindler, Ober, Bun- 
nell, Eggers, Irvin and others. Because of 
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the work of these men, certain technics have 
become standardized and certain basic prin- 
ciples well established for obtaining success- 
ful tendon transfers. 


PRINCIPAL INDICATIONS FOR TRANSFERS 


The principal indications for tendon trans- 
fers are: (1) restoration of active motion 
and (2) prevention and control of progres- 
sive deformities. 

Restoration of Active Motion. Tendon 
transfers are used primarily in an attempt to 
restore active coordinated motion to a dis- 
abled segment which has lost this function 
because of weak or paralyzed muscles, 
which do not respond satisfactorily to the 
usual methods of neuro-muscular re-educa- 
tion. 

The best results are obtained when there 
is present in the involved segment only mild 
dynamic musclar imbalance and no static de- 
formity. The best example of such a proce- 
dure is the sublimis transfer for a simple 
opponens deficiency in the thumb. 

Prevention and Control of Progressive 
Deformities. When there is severe muscle 
imbalance present, a dynamic disability oc- 
curs which can not be corrected satisfactorily 
by any orthetic appliance. In the lower ex- 
tremity, such an orthesis is able to exert its 
corrective force only on weight bearing, that 
is, during the passive phase of the stance 
when the foot is purchased on-the supporting 
surface. When the foot clears the floor, the 
strong muscles overcome the weaker syner- 

gistic, antagonistic or fixator muscles, caus- 
ing the disability to increase progressively in 
its severity. 

When this dynamic muscle imbalance is 
severe, it then becomes an imperative indica- 
tion for tendon transfer. The aim is to aug- 
ment the deforming forces by removing or 
re-distributing the muscle strength evenly 
around the involved joint or joints. The re- 
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sult should be the restoration of muscle bal- 
ance and normal skeletal alignment. It is 
obvious that good stability and normal mo- 
tion should be preserved as much as possible ; 
however, in certain disabilities, this may not 
be obtainable. 

An example of dynamic muscle imbalance 
is the everted or valgus foot with weak an- 
terior tibial and strong peroneal muscles. If 
this disability is permitted to persist, it will 
progress into a serious deformity. It is ob- 
vious that every disability, especially of the 
weight bearing segments of the lower ex- 
tremities, which is caused by dynamic muscle 
imbalance, will gradually become associated 
with a certain amount of static deformity. 
This combination leads to skeletal malalign- 
ment. 

Static disabilities are caused by changes in 
ligamentous or supporting tissue and may be 
due to either tightness from soft tissue con- 
tractures or relaxation and elongation of 
periarticular structures, this resulting in a 
certain degree of instability. Static disabili- 
ties alone may, under the influence of gravity 
or weight bearing, show deformities causing 
skeletal malaligninent and instability of 
joints. If either condition shows signs of 
progression into more serious static deform- 
ity, it should be correctly by appropriate 
procedures which in addition to tendon trans- 
fer includes some form of bone stabilization. 
An example of such a procedure is the sub- 
talar arthrodesis or the Grice stabilization 
which now is commonly combined with pero- 
neal tendon transfers. The results of this 
procedure are excellent. 

In general, it may be.said that deformities 
caused by dynamic muscle imbalance and 
static skeletal malalignment may be pre- 
vented or corrected by judicious use of ten- 
don transfers alone or in combination with 
stabilization procedures. 

The total rehabilitation of a tendon trans- 
fer can be divided into three phases, namely: 
(1) proper selection and evaluation of cases, 
(2) adequate surgery, (3) intelligent physi- 
atric re-education. 

Each of these phases is important and each 
must be carried out with meticulous care and 
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consideration of the total program before a 
successful transfer of a tendon is obtained. 


SELECTION AND EVALUATION 
OF SUITABLE CASES 


The tendon transfer operations will be 
successful only when the cases are properly 
selected after careful and intelligent evalua- 
tion. This estimation must consider the bio- 
physical status, not only of the involved seg- 
ment and its component parts but also of the 
more remote parts of the body as they influ- 
ence the functional performance of the trans- 
fer. The following factors are always thor- 
oughly evaluated: (1) Fixed deformities, 
(2) Residual motor function, (3) Stability 
of adjacent joints, (4) Functional capacity 
of the patient, (5) Time for transfer. 

Fixed Deformities. It is obvious that ten- 
don transfers per se will not be strong 
enough to correct most fixed deformities. 
These deformities must be corrected before 
the transfer by appropriate manual or me- 
chanical mobilization, or both. If this can not 
be obtained by conservative means, then 
these deformities should be corrected prior 
to, or at least at the time of the tendon trans- 
fer, by one of the several surgical proce- 
dures. Fixed deformities caused by tightness 
or contractures limit the range of motion and 
interfere with adequate evaluation of the mo- 
tor function of the muscles. If functional 
range of motion can not be restored to the 
joint or joints to be activated by the transfer, 
then it should not be attempted because it 
will not be successful. 

Residual Motor Function. The evaluation 
of strength is one of the most important pro- 
cedures and should be performed with me- 
ticulous care by a skilled examiner. The 
muscle strength of the selected tendon to be 
transferred must be carefully evaluated not 
only under the best testing positions, but also 
under functional and adverse conditions. 
Such an evaluation will indicate the actual 
functional performance of the muscle. As a 
general rule, it is wise to calculate that the 
muscle will lose about one grade of strength 
when transferred. Therefore, all muscles 
considered for transfer should be somewhat 
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better than of good power if they are to pro- 
vide a functionally active transfer. This rule 
must be adhered to if the transfer is per- 
formed primarily for the purpose of restor- 
ing active motion. A muscle of less than good 
strength may be transferred if it is a cause 
of dynamic imbalance and progressive de- 
formity or when it is combined with another 
muscle of inadequate strength to produce one 
motion. 

If there is a choice in the selection of the 
muscle for transfer, then the one which is 
physiologically most adaptable should be 
used. Most muscles can be re-educated so 
that they can completely reverse to an oppo- 
site function. However no muscle can be 
re-educated to become its own antagonist, 
that is, a muscle or its tendon should not be 
split to provide for two opposite functions, 

as flexion and extension. The brain will be 
unable to develop adequate movement pat- 
terns in such cases to control them success- 
fully. A muscle selected for transfer should 
be in phase with and have a similar action as 
the involved muscle to provide successful 
function. That is, a flexor is best used to re- 
place a flexor muscle. However, there are 
certain muscles which, in cerebral associa- 
tion, are often active in opposite movements, 
For example, flexor carpi ulnaris can be used 
readily for an extensor motor because this 
muscle normally contracts in forced exten- 
sion of the fingers against resistance when it 
acts as a stabilizer of the wrist. Disseminated 
muscle weakness, producing haphazard func- 
tional patterns, is one of the greatest obsta- 
cles in evaluating weakness and _ selecting 
proper muscles for transfer. 

The muscle used for transfer should have 
structure similar to the involved muscle so as 
to restore proper relations and ratio between 
power, speed, endurance and excursion or 
range of action. Therefore, a long fibered 
light load long excursion muscle will not re- 
place successfully a short fibered peniform 
muscle which is built for holding power and 
steady pull and vice versa. The transferred 
muscle should have adequate excursion so 
that it can provide an adequate range of mo- 
tion to produce functional activities. The 
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excursion of each muscle is different. Be- 
cause of this fact, it is seldom advisable to 
use the same tendon to provide for two activ- 
ities of two involved muscles. For example, 
one transfer can not be used to function ade- 
quately for the involved long extensor of the 
thumb and the long abductor because the 
amplitude of motion of the former is twice 
greater than the excursion of the latter. One 
transfer to both muscles would not pro- 
vide successful function. 

The muscle selected for tendon transfer 
normally should have approximately the 
same original strength as the muscle it is re- 
placing. As an example, a peroneous muscle 
can not replace successfully the action of the 
gastrocnemious. In cases where there is 
scattered paralysis, like poliomyelitis, it may 
be necessary to utilize several muscles of 
different patterns of movement to provide 
one function. 


Stability of Adjacent Joints. Persistent’ 


unbalanced and unstable adjacent joints are 
a contraindication to tendon transfer. The 
stability of the joints depend on the balanced 
strength of the various muscles acting on 
these joints. Therefore all the remaining 
muscles of the segment to which the transfer 
is to be made should be thoroughly evalu- 
ated to determine their stabilization and fixa- 
tion power, as well as their range and direc- 
tion of motion. This includes not only the 
antagonists, but also the synergists and fixa- 
tor muscles. For example, in the case of a 
flail hand, it is necessary to determine 
whether or not there are enough muscle mo- 
tors available for transfer, and if available, 
whether they will be sufficient not only to pro- 
vide the desired action but also able to func- 
tion with a considerable degree of stability. 

When instability or deviation of a joint is 
present, then an attempt should be made to 
restore balance by appropriate neuro-muscu- 
lar re-education and strenghening exercises. 
If conservative means fail, then surgical sta- 
bilization should be performed before the 
tendon transfer procedure is attempted. This 
may be in the form of an arthrodesis or a 
tenodesis. 

Functional Capacity of the Patient. Again 
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it is necessary to evaluate the whole patient 
before a tendon transfer and surgical stabili- 
zation, or both, are recommended. Hasty and 
unwise transfer of a muscle or an arthrodesis 
of a joint may deprive a patient permanently 
of an important motion, which may be nec- 
essary to accomplish some fundamental ac- 
tivity of daily living. This is particularly true 
in a severely involved patient where the 
smallest voluntary movement becomes an im- 
portant functional asset. 

Often a trial stabilization of the joint by a 
brace or splint will help in the total evalua- 
tion and should be used whenever there is the 
slightest doubt of the value of such a pro- 
cedure. 

In addition to the adjacent joints, the 
trunk and the other extremities must be as- 
sessed before a decision for muscle transfer 
is made. It is important to know: (1) how 
the: patient is to ambulate, that is, whether on 
crutches or braces, or whether he is to re- 
main in a wheel chair; (2) whether he has 
any other associated complications as scolio- 
sis, tight hips, weakness of shoulder and 
scapular muscles, etc.; and (3) how much 
endurance he has and other related general 
medical conditions. When all these factors 
are evaluated in terms of the patient’s needs, 
and it is reasonable to expect.that a transfer 
will not cause loss of independence that the 
patient already has, which is the most im- 
portant determination, and the transfer 
might help, then it may be attempted. 

Time for Transfer. When a thorough 
evaluation shows that the functional pattern 
is adequately coordinated with or without the 
use of ortheses then in some neuromuscular 
disorders like poliomyelitis it is advisable to 
wait twelve or more months before attempt- 
ing a transfer of a tendon to increase a spe- 
cific motion. During this period, the muscles 
of the involved segment become stabilized in 
strength and activity with adequate neuro- 
musclar re-education and allow thorough 
evaluation. Such muscle transfers will be 
successful and show rapid postoperative re- 
habilitation. 

When, however, muscles start to show per- 
sistent faulty functional patterns resulting 


from complex substitution, and when such 
substitution can not be controlled adequately 
by orthetic supports, then it is necessary to 
consider muscle transfers much earlier. It is 
obvious that once a faulty pattern of substi- 
tution is well established, it will be hard to 
alter this by transfer, because such trans- 
ferred muscles, which usually participated in 
this substitution pattern, are hard to re- 
educate. In addition, the functional capability 
of the patient may now depend on this sub- 
stitution pattern and when surgery removes 
one of the active forces or motors, it may 
interfere seriously with the patient’s activity 
and independence. The transfer also provides 
a new movement. This further interferes 
with the substitution movement. 

It is obvious then that a thorough evalua- 
tion by careful functional testing is necessary 
to arrive at a decision whether to transfer a 
muscle to provide a new movement or 
whether to continue on the substitution com- 
plex pattern. If this substitution pattern pro- 
vides independence and is satisfactory in 
motion and if the proposed transfer does not 
appear to greatly increase the functional ac- 
tivity, then it should not be performed. How- 
ever, transfers should be attempted any time 
there is dynamic muscle imbalance present 
which exerts a pernicious force causing a 
rapidly progressing deformity. 

As a general rule, transfers are not at- 
tempted in young children. The reasons for 
this are twofold; namely: (1) Up to about 
five to seven years of age a child seldom de- 
velops fully stable locomotive patterns, 
therefore, some of the dysfunction and in- 
coordination that may be present on exami- 
nation may be more apparent than real; and 
(2) up to about five years of age, the tendons 
and associated structures are very delicate 
and small, making the operative procedure 
technically rather difficult. 


ADEQUATE SURGERY 


This phase is grossly divided into the op- 
erative procedure itself and into the immedi- 
ate post-operative care. 

Operative Procedure. There are many var- 
iations of procedures from which the sur- 
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geon must select the best one for the given 
patient. It is obvious that the surgeon who 
undertakes such a responsibility must posses 
a thorough knowledge of the biomechanics of 
the entire segment, and he must have a good 
understanding of the alteration in alignment 
and function that this procedure will pro- 
duce. Above all, he must have full knowledge 
of the technical skills and requirements to 
provide a successful transfer, and prevent 
complications. A transferred muscle is use- 
less if it is not attached at the desired place 
and not under proper tension. Such muscle 
‘will never be satisfactory no matter how 
much retraining it may receive. 

Therefore, the operative procedure should 
be done carefully and with meticulous care. 

Immediate Post-Operative Care. This 
phase of rehabilitation is as important as the 
' operative procedure itself. To appreciate the 
significance of the post-operative care of a 
tendon transfer, it is essential to know the 
healing process that occurs after surgery. 

The healing of a tendon suture passes 
through two stages: the proliferative and the 
formative. 

The first or proliferative stage lasts about 
two weeks. During the first week, there is 
fibroblastic proliferation. Because of this in- 
filtration the tendon appears swollen and 
homogenous in nature. The next week con- 
nective tissue start to appear and form a 
callus uniting the ends of the tendon. These 
ends show marked reddening and softening 
due to increased vascularity. 

The second or formative stage starts with 
the third week when tendon cells become 
differentiated. There are two types of tendon 
cells. Those that are on the surface differ 
markedly from those in the deep layer of the 
tendon. The surface cells have round nuclei 
and resemble fibrocartilage cells. The main 
function of these cells is to provide a smooth 
gliding surface. The deep layer cells have an 
elongated nuclei and their primary function 
is to provide strength to the tendon. By the 
end of the third week the ends are united 
quite firmly and show a fair amount of 
strength. 


During the fourth week, there is a dissolu- 
tion of the inflammatory reaction which is 
evidenced by decreased vascularity and re- 
leasing of the adhesions from the surround- 
ing tissues. The strength across the suture 
line becomes firm but not equal to normal. 
However, it is adequate for most activities. 

It is evident that tendon transfers require 
some support, during the healing process, to 


‘ take place across the suture line. Immobili- 


zation is first provided by a cast and is usu- 
ally followed by splints. Three weeks of a 
cast is sufficient after simple transfers not 
associated with any bone procedures. Some 
surgeons advocate earlier mobilization ; how- 
ever, Mason and Allen who did considerable 
experimental work on this subject, found 
that too early function commenced during the 
proliferative stage tends to be harmful be- 
cause it causes reactive irritation of the sur- 
rounding tissues thus delaying and interfer- 
ing with the growth of tendon cells and blood 
vessels to the sutured area. The local blood 
supply, which is derived most commonly 
from the paratendon or the tendon sheath, 
has been disturbed by the operative proce- 
due and must gradually grow into the new 
area. It is obvious that too early motion will 
disturb the vascularization and may lead in 
severe cases, to necrosis of the gliding 
mechanism or the formation of excessive 
adhesions. By the end of three weeks, after 
the first callus has been firmly formed, 
graded motion causes only slight irritation of 
surrounding tissues and stimulates increase 
in the tensile strength of the tendon at the 
suture line. 

After the cast has been removed, the 
transfer may have to be protected by a splint 
or brace. This depends on the amount of 
tension that will be exerted on the transfer. 
In the lower extremity, it is advisable to use 
braces for several weeks or longer until 
there is full functional control of the trans- 
fer. When there is lack of adequate stability, 
bracing of the extremity is also necessary 
because sudden exertion of active force 
coupled with the action of gravity may dam- 
age the tendon. This also applies to the upper 
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extremity ; however, it is usually not sub- 
jected to such sudden changes of force and 
therefore, splinting does not have to be ex- 
tensive and should be used only for a short 
time. 

As a general rule, these ortheses are worn 
during the day and are removed for physi- 
cal treatment. In some cases, it may be neces- 
sary to prescribe the wearing of them at 
night. 

PHYSIATRIC RE-EDUCATION 


The treatment following the period of im- 
mobilization can be divided into the follow- 
ing: (1) application of heat, (2) mobiliza- 
tion, (3) neuromuscular re-education and 
(4) functional training. 

It is obvious that several or all of these 
methods may be used simultaneously. 

Application of Heat. If the surgical 
wound shows some areas that are not en- 
tirely healed, then it is advisable to use 
radiant heat, usually of the luminous type, 
as a baker. This is applied 20-30 minutes, 
twice a day. 

Paraffin bath is preferred in the early 
phases of treatment as it provides less irrita- 
tion to the skin. Moist heat can be used in 
the form of hot packs or whirlpool baths can 
be used to advantage and may be combined 
with active exercises. 

All heat applications have a tendency to 
cause transudate; therefore, they must be 
followed or be combined with mobilization 
or exercises. This will decrease the amount 
of transudate in the interstitial spaces. 

Mobilization. Mobilization is of major im- 
portance in the restoration of the range of 
motion. After the cast is removed, it is best 
to encourage the patient to perform active 
mobilization by himself. Because of pain the 
degree of motion will, at first, be very small. 
However the range should be gradually in- 
creased to the tolerance of the patient. In 
the early phase this is the safest way to gain 
increase in motion without causing injury 
or overstretching of the tendon transfer. 
This active mobilization should be continued 
for one week. Then passive manual mobiliza- 


‘tion is administered by the therapist. It must 


be remembered that the range should be in- 
creased very gradually and performed very 
slowly so that no trauma occurs at the tendon 
union. Otherwise, adhesions may develop. 

Neuromuscular Re-Education. Neuro- 
muscular re-education is usually started 
four weeks after the transfer, or more pre- 
cisely, one week after the cast has been re- 
moved. By this time, there is a good and 
strong union which should withstand a cer- 
tain amount of stress. Neuromuscular re- 
education may follow or may be combined 
with heat application or with mobilization. 

Neuromuscular re-education of a tendon 
transfer differs from re-education of other 
types of traumatic or neuromuscular disabili- 
ties by the fact that the transferred muscle 
must be trained first, to forget its former 
function and second, to develop a new loco- 
motive pattern. In the other cases, the muscle 
has only to regain its former coordination 
and function. Another important factor in 
re-education of a transfer is the degree of 
similarity of the muscle used for transfer. 
That is to say that if a flexor transfer is 
used for flexor muscle, then the re-education 
will be accomplished more easily than if an 
extensor transfer was used for a flexor. 
Therefore, it is vitally important to know 
what muscles have been used for transfer, 
how the transferred tendon is aligned and 
how and where it is inserted. 

Normally every fiber of a muscle is placed 
and arranged to provide a pull in a certain 
fixed manner and direction. If the line of 
pull is changed then every fiber of this mus- 
cle has to undergo a re-adjustment to pro- 
vide the new action. The more this line of 
action is altered the harder it is to re-educate 
such a muscle. 

The main principle of neuromuscular re- 
education of a transferred muscle is to es- 
tablish the desired functional movement pat- 
terns. Because of the complexity of such a 
pattern, it is necessary to divide this training 
into the following phases: (a) establishing 
basic isolated contraction patterns, (b) in- 
creasing the physical properties of the trans- 
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ferred muscle, (c) developing complex co- 
ordinated movement patterns. 

Establishing Basic Isolated Contraction 
Patterns. It is obvious that emphasis must 
be placed on establishing a basic pattern of 
contraction to obtain the desired movement. 
This can be accomplished only if the trans- 
ferred muscle received re-education for iso- 
lated co-ordinated contraction. The training 
must develop correct patterns without sub- 
stitution or additional aid and is achieved by 
controlled active movement. The alternate 
rhythmic contractions of the agonists and 
antagonists appear to favor the establish- 
ment of proprioceptive sense, which helps in 
developing co-ordination. At this stage 
strength is of secondary importance and at 
times it may be detrimental to the formation 
of good basic patterns. Therefore, the de- 

. velopment of strength should not be en- 
couraged. Patients with tendon transfers, in 
or out of cast, should not be permitted to 
perform excessive setting-up or isometric 
contractions, as is often recommended in 
fractures. These isometric contractions have 
a tendency to cause abnormal patterns be- 
cause these contractions and relaxations, oc- 
curing without an active motion of the mus- 
cles, stimulate simultaneously both the agon- 
ists and antagonists, thus causing a con- 
fusion in the innervation pathways. 

When muscle re-education is started by 
using assistive active exercises it is neces- 
sary to prevent movements which may cause 
overstretching of the transferred muscle. 
The range of motion must be gradually and 
progressively increased. It is obvious that 
at this stage muscle re-education and mobil- 
ization can be combined. Developing maximal 
muscular tension for obtaining better con- 
traction is contraindicated early in the muscle 
re-education of a tendon transfer ; therefore, 
concentric movement during which the mus- 
cle shortens while it contracts, is preferable. 

Muscle re-education should be performed 
with meticulous care, always using at first the 
same position and movement so that the pa- 
tient can achieve a correctly conditioned 
mental pattern which eventually must be- 
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come automatic. Therefore, all movements 
are carried out slowly and repeated indefi- 
nitely until coordinated patterns are estab- 
lished. Fatigue must not be allowed to occur 
at any time. Long rest periods should be 
provided between repetitions. The periods of 
re-education should be relatively short but 
repeated quite frequently. 

During this phase of re-education, it is 
important for the patient to understand the 
procedure and the movement. The patient, 
if possible, should be made to concentrate on 
the new line of pull of the transferred ten- 
don. This part of the re-education is usually 
difficult in children. If the direction of pull 
of the transferred muscle and the angle of 
insertion are simply and clearly defined, 
then the re-education process is short. How- 
ever, if there was a complicated surgical 
procedure, the re-education is much more 
prolonged. 

When the transferred muscle has to per- 
form a motion reversed to one that it nor- 
mally did, e.g., when a flexor is converted 
into an extensor, the re-education is then 
more difficult. It may be necessary at first 
to have the patient perform the former func- 
tion in order to innervate the muscle. This, 
because of the new insertion of the tendon, 
will produce the new movement. The patient 
must follow consciously this new movement 
and must associate it with the former inner- 
vation. For example, in the transfer of the 
peroneus longus, he must try to contract this 
muscle while attempting to dorsiflex the 
foot. It is often found that at first, the foot 
will go into eversion because the patient will 
not be able to separate the former movement 
into its component units and a total move- 
ment response is obtained. It also must be 
remembered that this new movement alters 
the usual arrangement of antagonists because 
the former antagonists now become agonists 
in function. With proper positioning of the 
foot in which all the synergistic muscles are 
put to disadvantage, the isolated motion will 
be obtained. This contraction should be en- 
couraged and once well established the foot 
should be placed in positions permitting 
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gradual, increased activity of the former 
synergists. Re-education is continued until 
the desired new coordinated movement is 
obtained acting against its former synergists 
and agonists. The patient should not be per- 
mitted to use the transfer in both flexion 
and extension patterns. During this period, 
the transferred muscle will develop new 
synergists; however, great care should be 
taken not to permit these new synergists to 
take over the movement. In the example 
quoted, the long extensor of the toes will 
have a tendency to become overactive if it 
is allowed free activity and eventually may 
take over the function of the transfer, re- 
sulting in faulty patterns of motion. This 
will cause the transfer to remain weak. 

As a general rule, a transferred muscle 
will gain better strength and will be used 
more advantageously if it does not develop 
or become associated with strong synergists 
who assist in the performance of the desired 
movements. However, the final strength of 
the segment will be greater if there are good 
synergists properly coordinated with the 
function of the transferred muscle. This 
phase of treatment is continued until the pa- 
tient gains coordinated movement. 

Electromyographic studies on re-coordina- 
tion of leg movements in poliomyelitis pa- 
tients with transferred tendons were carried 
out by Paul Weiss and Paul F. Brown." They 
used the biceps femoris muscle for transfer 
to the extensor of the knee to substitute for 
lost function of a paralyzed quadriceps. They 
compared the action of the biceps with its 
preoperative flexor and postoperative ex- 
tensor function. 

The results indicated that there was no 
activity in the transferred muscle during the 
early efforts of the patient to move the thigh. 
Soon, however, either during the first or 
one of the succeeding sessions, the transfer 
began to come in, at first in the flexor phase. 
After only a few trials it suddenly con- 
tracted in the extensor phase, also. Visualiza- 
tion of the task to extend the limb seemed 
to be the prime aid; actual visual control 
and proprioceptive cues seemed to be less 
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important during the early phase of recovery. 
The transfer appeared to continue for some 
time to respond in both flexor and extensor 
phases and there appeared to be no evidence 
of automatic resumption of reciprocal in- 
nervation. Association of the biceps with the 
extensors did not by itself produce dissocia- 
tion from the flexors. Only after a further 
practice period of individually varying dura- 
tion, did the transfer assist the flexor action. 

Even then, however, temporary relapses 
into old flexor association can occur re- 
peatedly, even years after the operation. 
These relapses seem to be favored by fatigue, 
lack of concentration and automaticity of 
movement. Their occurrence supports the 
view that the adjusted use of the transfer 
is not based on the substitution of a perma- 
nent extensor association for its former as- 
sociation in the elementary motor mechanism, 
but rather on the development in higher cen- 
ters of a new type of action which can 
effectively override the innate coordination 
between lower rigid, and higher plastic sys- 
tems in the control of coordination. 

There are several other facts still needing 
explanation—such as the fate of stretch re- 
flexes; action of motor units, differential 
fatigue, etc. 

Increasing the Physical Properties of the 
Transferred Muscle. Once coordinated 
movement is established, the neuromuscular 
re-education is directed toward increasing 
the power and endurance of the transferred 
muscle to establish a balance of force. This 
balance of strength is necessary to obtain 
the best functional results from the transfer. 
However, this is often hard or impossible 
to achieve. When the transferred muscle is 
able to perform an active movement and hold 
that position, progressive resistance is then 
gradually applied. This resistance is graded 
in such a way that only the desired move- 
ment is accomplished without any accessory 
assistance from synergists. If too much re- 
sistance is applied, substitute movement de- 
velops. 

Once adequate power is developed in the 
transferred muscle in accomplishing the new 
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movement, then speed in performance is de- 
veloped which is necessary to provide normal 
functional activities. 

Developing Complex Coordinated Move- 
ment Patterns. Developing complex move- 
ment patterns may be started as soon as there 
is sufficient strength and endurance to ac- 
complish the desired activity in a coordinated 
manner. At first, this training should be per- 
formed with gravity and weight eliminated 
as much as possible and should be carefully 
graduated by being progressively increased. 
This not only develops complex coordinated 
movement patterns, but also increases 
strength and endurance. 

Functional Training. The functional train- 
ing of a transfer in the lower extremity is 
a matter of regaining strength, coordination 
and speed. It is essentially directed to the 

‘regaining of proper functional locomotive 
patterns and is accomplished by gait training, 
stair climbing, transferring and other similar 
activities. 

The functional training of a transfer in 
the upper extremity is much more compli- 
cated and may require considerable effort. 
The first essential of this training is to re- 
gain the essential usage of hands and upper 
extremities for performance of the basic 
self-care activities of daily living with the 
remaining capabilities and with minimal ex- 
penditure of energy. Once this phase of 
treatment is mastered satisfactorily, the pa- 
tient may proceed to the next phase, which 
is pre-vocational exploration. During this 
phase, the patient is evaluated for his basic 
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motor work-skills. 

Basically these two phases have activities 
which are performed in divergent directions ; 
the activities of self-care mostly require the 
ability to bring the bodily segments toward 
the body, while vocational activities require 
the bodily segments to extend from the 
body. 

Both phases of functional training should 
be used because only in this way will the 
maximal performance of the segment be 
obtained. 

SUMMARY 


Rehabilitation of tendon transfers will be 
successful only when: 

(1) The cases are properly selected after 
careful and intelligent evaluation of their 
fixed deformities, residual motor function, 
stability of adjacent joints and functional 
capacity of the patient. 

(2) Adequate surgery and sound, imme- 
diate post-operative care was given and, 

(3) Intelligent physiatric re-education has 
been carried out to provide optimal and max- 
imal mobilization and neuromuscular re-edu- 
cation to establish basic isolated contraction 
patterns, increase strength and develop com- 
plex co-ordinated movement patterns lead- 
ing to the development of functional ac- 
tivities. 
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Chemical Disinfection in the Operating Room* 


By 


Earte H. Spautpinc, 


of rendering inanimate materials safe 

for use by exposing them to liquid or 
gaseous chemicals that have antimicrobial ac- 
tivity. A broader definition of chemical dis- 
infection includes skin antisepsis which is 
the attempt to reduce the population of the 
skin by application of a chemical solution. 
In this discussion I shall limit myself to 
operating room procedures. 

The subject of chemical disinfection is a 
confusing one, and it will remain so until 
the ideal germicide is developed: i.e., a single 
all-purpose chemical. Despite commercial im- 
plications—and occasional frank claims— 
that such a product is already available, this 
is not so. Indeed, efforts to convince you that 
an ideal proprietary product is at hand are 
ill-advised for reasons I hope will become 
evident from my subsequent remarks. Fur- 
thermore, a major factor contributing to the 
complexity of chemical disinfection is the 
increasingly efficient means of advertising 
and promoting commercial products, some 
of which are purported to be superior to all 
others in one way or another. Although the 
principle of free competitive business is in 
the best American tradition, the actual prac- 
tice of it poses problems for the Operating 
Room (OR) administrator who in most in- 
stances has to decide which products are 
best suited to her specific needs. The primary 
purpose of this talk, therefore, is to explain 
some of the principles of chemical disinfec- 


C HEMICAL disinfection is the practice 


tion and apply them to Operating Room . 


practice. 
PRINCIPLES 


The first principle is that strong chemicals 


* Edited text of a paper read at the Operating 
Room Nursing Institute, Walter Reed Army In- 
stitute of Research, Washington, D.C. January 14, 
1958. 

+ Department of Microbiology, School of Medi- 
cine, Temple University Medical Center, Philadel- 
phia, Pa. 


kill microorganisms the same way heat does, 
ie., by coagulating the protein in them. Fur- 
thermore, strong chemicals, like intense heat, 
bring about this destruction very rapidly, 
sometimes within a few seconds. Because 
most OR disinfection procedures require 
rapid action, it follows that chemicals should 
be used in as strong a concentration as 
possible. 

But microorganisms may also be killed by 
weaker concentrations of chemicals in slower 
and more subtle ways; e.g., blocking of es- 
sential enzymes, a process that eventually 
starves them to death provided the chemical 
remains in contact with them. This mech- 
anism is involved in skin antisepsis with 
hexachlorophene soap and the disinfection of 
endoscopes with mercurial solutions. In this 
discussion, however, I shall be concerned 
primarily with the rapid disinfection of in- 
animate materials. 

The second princip!2 i want to consider 
is that the inherent cavacity of antimicrobial 
chemicals to damage materials with which 
they come in contact severely limits the max- 
imum usable concentration. This principle 
becomes meaningful when we pose this ques- 
tion: How soon can our instrument, surface 
or object be made safe to use (disinfected) 
without injuring it? Let us consider the 
latter part of this question first, i.e., damage 
to the material being disinfected. Concen- 
trated HCl will rapidly destroy all germ life, 
but it is useless as a disinfectant because it 
also damages the materials. Strong formalin 
solutions are active germicides that do not 
damage inanimate objects, but they have no 
application in the surgical scrub or skin 
preparation procedures because they are too 
toxic. If we accept as a corollary of this 
principle the statement that the concentra- 
tion of chemical we select must not injure 
the objects or material to be disinfected, we 
now turn to the main part of our question 
which is: How soon can disinfection occur? 
437 
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This brings us to the third and most im- 
portant principle, namely that the time 
needed for complete disinfection—commonly 
called disinfection time—depends upon three 
factors: (1) the nature of the object being 
disinfected; (2) the nature of the contami- 
nation ; (3) the antimicrobial effectiveness of 
the chemical. The importance of the first 
factor is apparent. The easiest surface or 
instrument to disinfect is a flat metal one. 
Porous surfaces, on the other hand, require 
good penetration by the chemical, and hinged 
instruments must have thorough prior 
cleansing. If the hinges of an instrument are 
clogged with blood and pieces of tissue when 
placed in contact with a disinfectant, the 
chemical combines with these body proteins 
and coagulates them to form a mechanical 
barrier to penetration. At the same time the 
. effective concentration of the germicide solu- 
tion is correspondingly reduced. It is essen- 
tial, therefore, that materials be adequately 
cleansed before exposure to the disinfectant. 

The second factor that affects disinfection 
time is the nature of the contamination. I 
mean by this both the nature and number of 
micro-organisms that are present. The more 
important of these is the nature. For purposes 
of chemical disinfection, bacteria can be ar- 
ranged into three classes with increasing re- 
sistance in the order given: (1) non-sporu- 
lating, vegetative bacteria such as staphylo- 
coccus, streptococcus and E. coli; (2) the 
tubercle bacillus; and (3) spores. The dif- 
ference between (1) and (2) is not great 
but that between (1) and (3) is enormous. 
For example, the vegetative form of the 
tetanus bacillus is destroyed within a few 
seconds by a chemical solution that fails to 
kill tetanus spores in days or even weeks of 
exposure. Thus, it becomes important to 
know what is included in the word “dis- 
infectant.” 

This term has not always meant the same 
thing. As our knowledge accumulated and 
our standards were raised, the word “dis- 
infectant” acquired different meanings. To 
illustrate this point let me pose a three-part 
question. When you set out to disinfect an 


Military Medicine—December, 1958 


instrument with chemicals, do you intend 
to kill only vegetative bacteria? Or vegeta- 
tive bacteria plus tubercle bacillus? Or these 
two plus all spores? Until a few years ago 
a disinfectant by general acceptance needed 
only to kill vegetative bacteria. In more re- 
cent years, however, the requirement of tu- 
berculocidal action has been added, and 
rightly so, because disinfectants are avail- 
able which have this capacity. But very few 
chemicals or combinations of chemicals can 
kill spores in a practicable length of time. 
Therefore, disinfection does not include the 
destruction of spores. Indeed, the excep- 
tional chemical, either liquid or gaseous, with 
this power should be called a sporicide, and 
it may be used with the expectation of obtain- 
ing sterility. 

So far, I have been discussing bacteria. 
What about fungi, animal parasites and vi- 
ruses? The vegetative forms of yeasts and 
molds are readily susceptible to destruction 
by chemicals. A fact not adequately appreci- 
ated, however, is that the chlamydospores 
produced by many fungi are as resistant as 
some bacterial spores. Candida albicans, 
causing moniliasis, is such a fungus, and 
the extent to which outbreaks of this in- 
fection in hospital nurseries may arise from 
the use of weak disinfectant solutions is a 
worthwhile—but largely ignored—subject 
for investigation. Animal parasites like pro- 
tozoa and worm ova are consistently sus- 
ceptible, but the virus situation is more 
complicated. 

Until recently virus research contributed 
little to disinfection problems, but with the 
development of viral tissue culture methods, 
it became apparent that viruses vary con- 
siderably in their resistance to chemicals, 
although there is no indication that the re- 
sistance level ever approaches that of spores. 
Some viruses, such as those of influenza, 
seem to be as delicate as streptococci; others 
are more resistant but still not very difficult 
to destroy, e.g., the polioviruses; and in a 
very different category are the hepatitis vi- 
ruses which are significantly more resistant 
than other known viruses. My remarks about 
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virus disinfection are based upon studies 
made by my colleague, Dr. Morton Klein. 

I wish to emphasize the fact, however, 
that we do not know how resistant the hepa- 
titis viruses are. This is because man is the 
only susceptible host. Consequently, it is im- 
possible to grow these viruses in experi- 
mental animals where they can be studied. 
The declaration that “no known chemical 
kills hepatitis virus” has appeared in the 
literature several times. This unjustified as- 
sertion should be replaced by one which 
recognizes the fact that no method is avail- 
able to study chemical destruction of these 
viruses. 

We can sum up this part of the subject 
by answering the following question: What 
should we expect a disinfecting solution to 
do? My answer is that I expect it to destroy 
within 10 minutes all vegetative bacteria, 
tubercle bacilli, fungi, animal parasites and 
all viruses except the hepatitis viruses which 
may or may not be destroyed. i do not ex- 
pect it to kill spores. 

Because commercial promotion of disin- 
fectants at the present time is oriented to- 
ward the killing of staphylococcus, I shall 
comment upon the chemical resistance of 
staphylococci. The problem of hospital in- 
fections due to antibiotic resistant staphylo- 
cocci is a major one, and the prospect for the 
future is frightening. We should, of course, 
tighten all of our procedures including those 
involving disinfection. But do not be misled 
by advertising claims which imply that the re- 
sistant staphylococcus in your hospital is 
“more susceptible” (than what?) to the par- 
ticular disinfectant being promoted. Dr. K. 
M. Schreck carried out tests in our labora- 
tory with staphylococci of bacteriophage type 
42B/52/81, which seems to be responsible 
for many hospital outbreaks. His results fail 
to indicate that this variety is any more re- 
sistant to disinfectants than the well known 
strain #209 which for many years has been 
the standard test staphylococcus. 

A few minutes ago I said that the dis- 
infection time is influenced not only by the 
nature but also by the number of micro- 
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organisms that are present. I will illustrate 
this point by citing two examples from data 
obtained by Mrs. Ellen K. Emmons and me. 
When dried bloody scalpel blades carrying 
Staphylococcus #209 were immersed in 1 : 
1000 aqueous Zephiran, the following disin- 
fection times were observed: 


Disinfection Time 
5 to 10 minutes 
more than 45 minutes 


Blade Count 
75,000 
12,000,000 


A similar test design using B. subtilis spores 
and Bard-Parker Germicide gave the fol- 
lowing disinfection times: 


Spore Count Disinfection Time 


100,000 2 to 3 hours 
1,000 1 to 2 hours 
10 less than 30 minutes 


These data show that the larger the number 
of bacteria in the inoculum the longer will 
be the disinfection time. The reason for this 
direct correlation lies in the fact that the 
bacteria composing any population mass are 
heterogeneous. In other words, they are sub- 
ject to genetic variation. As the population 
size increases, there is a corresponding in- 
crease in the percentage of relatively resist- 
ant mutants which are destroyed only by 
comparatively long exposures to disinfectant. 
In this connection I remind you that the best 
way to make sure your materials do not 
harbor resistant germs is to cleanse them 
thoroughly. 

We are now ready to consider the third 
factor which influences disinfection times, 
namely the effectiveness of the chemical 
being used. Hundreds of different germi- 
cidal chemicals have been made available and 
some are better than others. From data ob- 
tained in our laboratory and elsewhere I 
shall comment in a general way about the 
most useful types of germicides, and these 
comments are offered as background for the 
recommendations that appear as an adden- 
dum to this paper. 

Mercurials. The commonly used mercu- 
rials are the bichloride and cyanide com- 
pounds. They are poor germicides and there 
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is no place for them in modern disinfection. 
Phenolics. These include Staphene* and 
Vesphene (Staphene plus detergent)* as 
well as the newer so-called nonodorous so- 
lutions Amphyl* and O-syl.* In the 1 to 3 
percent concentrations recommended as the 
use dilution they are good germicides for 
floors, walls, and furniture because of their 
good bactericidal and virucidal activities. 
They are fairly active tuberculocides, but 
they are not sporicides. Heat may be applied 
to Amphyl and O-syl solutions in order to 
increase the rate and level of cidal action so 
_ that spores can be killed. The manufacturer 
should be consulted in this matter. 
Chlorines. Hypochlorites are good disin- 
fectants for floors but not for instruments, 
which they corrode. The hypochlorous acid 
derivative known as Chlorpactin 2DC is used 
as a 1% per cent aqueous solution called 
Warexin.** It is supported by tuberculocidal 
and sporicidal claims that were not entirely 
confirmed by tests made in our laboratory. 
Iodine. The germicidal action is good, but 
its usefulness is limited by the fact that it 
stains most everything it touches, and it is 
corrosive. In combination with alcohol 0.5 
to 1.0 per cent iodine is a good tuberculocide 
for disinfection of oral thermometers. Wes- 
codyne,* an iodine-detergent combination 
(iodophor) is an improvement in that it does 
not stain, and it can kill tubercle bacilli if 
used in sufficient concentration (450 ppm. 
of available iodine). It is not a very good 
sporicide although concentrations as great 
as 600 ppim. are sporicidal with overnight 
exposure. It is possible that among the 
rapidly increasing number of iodine-complex 
germicides there are some more effective 
than Wescodyne. Virac,*t an iodine-cationic 
quaternary complex now being used widely 


* Vestal Laboratories, Inc., St. Louis 10, Mo. 

tLehn and Fink Products Corp., Bloomfield, 
N.J. 

** Guardian Chemical Corp., Long Island City, 
N.Y. 

t+ West Chemical Products, Inc., Long Island 
City 1, N.Y. 

tt Rouson Laboratories, Inc., Portland 2, Oregon. 
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throughout the country, appears to us to be 
no better, and possibly less effective, than 
Wescodyne. 

“Quats.” This is chemical slang for a 
very large group of quaternary ammonium 
compounds having soap-like properties. 
Zephiran is the best known of the “quat” 
or cationic detergent germicides. The killing 
action for ordinary vegetative bacteria is 
very good, but there is no effect on the 
tubercle bacillus and virucidal activity is 
limited. On the other hand, aqueous Zeph- 
iran has the virtue of being non-irritating 
in the 1:1000 concentration generally used. 

Alcohols. The germicidal power of ethyl 
and isopropyl alcohol is generally under- 
rated. Not only are vegetative bacteria de- 
stroyed very rapidly by 70 to 95 per cent 
concentrations, but so also is the tubercle 
bacillus. Indeed, alcohol appears to be the 
tuberculocidal agent of choice, and, when 
combined with other chemicals, it increases 
the germicidal effect. It is not sporicidal. 

Formaldehyde. A strong aqueous solution 
(8 per cent formaldehyde or 20 per cent 
formalin) is a very good disinfectant, and it 
is even a sporicide. When combined with 
alcohol the action is even greater. Both the 
tubercle bacillus and viruses (effect on hepa- 
titis viruses is not known) are promptly 
killed. This combination is the most germi- 
cidal solution commonly available. 


CONCLUDING REMARKS ON LIQUID 
DISINFECTANTS 


I shall conclude by stating my opinion of 
the role of liquid chemicals in modern dis- 
infection. There has been a tendency in some 
quarters to be scornful of all chemical solu- 
tions, and I do not deny there was reason for 
it. In contrast to the highly ethical manu- 
facture and sale of heat sterilizers, only a 
comparatively small capital investment is 
needed to make and sell a chemical solution. 
As a result, the whole practice of chemical 
disinfection has suffered. But to make a 
categorical condemnation of it is to deny our- 
selves useful products. Good germicidal solu- 
tions are available, and the proper procedure 
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for selecting them, I think, is to keep in mind 
that no single one will suffice for all pur- 
poses any more than one chemotherapeutic 
drug suffices for all infectious disease. The 
list of recommendations appended to this 
paper is intended to help in making these 
selections. 
Gas STERILIZATION 

The only gaseous chemical worth discus- 
sing at this time is ethylene oxide. This is 
used commercially to prepare presterilized 
articles, especially those damaged by heat 
sterilization. Therefore, it has to kill spores 
and this is achieved by incorporating physical 
methods such as alternate vacuum and pres- 
sure to promote penetration, and of gentle 
heat to increase cidal activity. In industry a 
wide margin of safety is provided by using 
exposure periods as long as 16 to 20 hours. 

Two sterilizers are available for hospital 
use (American Sterilizer Co., and Wilmot 
Castle Co.). Our experience is limited to the 
American Sterilizer’s Cryotherm apparatus. 
Tests made in cooperation with Mildred 
Guzara, R.N., Supervisor of Operating 
Rooms, Temple University Medical Center, 
are the basis for the comments that follow. 
There is no doubt but that sterility can be ob- 
tained and that ethylene oxide is a valuable 
addition to our disinfection armamentarium. 
But for maximum usefulness, the exposure 
times must be within practical limits. There- 
fore time becomes a critical factor, just as it 
is with liquid disinfectants. Our findings in- 
dicate that exposure times of 4 hours (2 cans 
of Cry-oxide gas) or 8 hours (one can) 
should be used. 

A small table model of ethylene oxide ster- 
ilizer is also available (Ben Venue Labora- 
tories, Bedford, Ohio). It operates without 
benefit of vacuum, pressure, or heat. Con- 
sequently its action is slower than that of 
the larger and more elaborate Cryotherm ap- 
paratus. On the other hand, it is relatively 
inexpensive, completely mobile, and handy 
for disinfecting lensed and ophthalmic in- 
struments. On the basis of our own tests, 
we decided to employ an exposure time of 6 
hours. 
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Ethylene oxide appears to be a special pur- 
pose method for articles damaged by heat 
sterilization or by exposure to liquid germi- 
cides. The tubercle bacillus is destroyed 
promptly, but we do not know, of course, 
how long it takes ethylene oxide to kill the 
hepatitis virus. Articles must be wrapped if 
sterility is to be maintained upon removal 
from the sterilizer. It may well be the method 
of choice for sterilizing thermolabile plastics, 
endoscopes, parts of the heart-lung machine, 
and doubiless many other materials. A 
serious limitation to the practicability of the 
large ethylene oxide sterilizers is their high 
cost. The greatest area of application for 
ethylene oxide may be the disinfection (not 
sterilization) of blankets, pillows, mattres- 
ses, and the like. 


RECOMMENDATIONS FOR CHEMICAL DIsIN- 
FECTION OF MEDICAL AND SURGICAL 
MATERIALS? 


The proprietary and nonproprietary solu- 
tions mentioned below represent only a small 
fraction of those available, many of which 
may be entirely satisfactory for certain pur- 
poses. I have had the opportunity to work 
with those which appear here. 

Which solution to use and how to use it is 
influenced more by the types of bacteria to be 
destroyed than it is by the kind of instru- 
ment or object being disinfected. For the 
purposes of disinfection bacteria fall into 
three types: (a) ordinary (vegetative) bac- 
teria such as staphylococci; (b) tubercle 
bacilli; and (c) spores. Provided prior 


The large number of tests upon which these 
recommendations are based were carried out by 
Mrs. Ellen Emmons, Ass’t. Instructor in Micro- 
biology. 

* The evaluation of virucidal activity is based 
upon tests carried out by Dr. Morton Klein, Dept. 
of Microbiology, Temple University Medical Center. 
The opinions expressed here are his. 

°T wish to acknowledge the valuable assistance 
of: Mildred L. Guzara, R.N., B.S., Supervisor of 
Operating Rooms (Temple University Medical 
Center ; and of (Mrs.) Vernita Cantlin, R. N., M.S., 
Ass’t. Director of Nursing Services, Chester County 
Hospital, West Chester, Pa. 
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cleansing is thorough, satisfactory disinfec- 
tion can be obtained as follows: 


A. VEGETATIVE BACTERIA AND INFLUENZA 
VIRUSES 


1. 


General comment—many germicides 

fulfill these easy requirements. Some 

of them are: 

(a) 70 to 90% isopropyl alcohol ;* 

(b) formaldehyde-alcohol solutions* 
of the Bard-Parker Germicide 
type; 

(c) Zephirin, 1:1000 aqueous ;* 

(d) Wescodyne, 75 ppm. available 
iodine ;* 

(e) 2% Amphyle ;** 

(f) 2% Staphene. 


. Smooth Hard surfaced objects—10 


minutes’ exposure to any of the solu- 
tions in A.1. If the objects is metal, 
add 0.2% sodium nitrite to solutions 
marked *, and 0.5% sodium bicarbon- 
ate solution marked ** to prevent rust- 


ing. 


. Rubber tubing, “shellac” and “web” 


catheters—flush by syringing with so- 
lutions (c), (d), (e), or (f£) under 
A.1., and immerse in the same solu- 
tion for 10 minutes. Follow by a 
sterile water flush and rinse. 


. Polyethylene tubing—flush by syring- 


ing thoroughly with a cleansing solu- 
tion, and immerse for 10 minutes in 
one of the following solutions: A.1. 
(c), (d), (e), or (f). Solution A.1. 
(a) and (b) are very satisfactory if 
tubing is clean. 


. Lensed instruments—cleanse and im- 


merse for 10 minutes in one of the 
solutions mentioned in A.3. See A.2. 
for comment on rust prevention. 


. Hypodermic needles and syringes— 


until more is known about the chemi- 
cal resistance of the hepatitis viruses 
the only safe method is heat steriliza- 
tion. 


. Hinged instruments—cleansing must 


be particularly thorough. Then im- 
merse for 20 minutes in any one of the 
solutions mentioned in A.1. See A.2. 


for comment on rust prevention. 


. Floors, walls, furniture, etc.—a dis- 


infectant is no substitute for “elbow 
grease” and soap and water. The fol- 
lowing are good housekeeping disin- 
fectants: 1% Amphyl; Wescodyne, 75 
ppm. available iodine ; 2% Ves-phene; 
1:1000 Roccal (crude Zephiran) ; 
1:500 sodium hypochlorite. 


. Organisms in A., plus TUBERCLE BACILLUS 


AND ENTEROVIRUSES (Polio, Coxsackie 
and ECHO) ° 


1. 


General comment—the list of accept- 

able solutions is not long: 

(a) 70 to 90% isopropyl alcohol ; 

(b) formaldehyde-alcohol solutions of 
the Bard-Parker type; 

(c) 2% Amphyl; 

(d) 2% staphene; 

(e) strong concentration (450 ppm. 
available iodine) of Wescodyne. 


. Smooth, hard surfaced objects—5 


minutes’ exposure to B.1 (b); 10 
minutes for the other solutions listed 
in B.1. 


. Rubber tubing, “shellac” and “web” 


catheters—flush by syringing with 
Wescodyne, 450 ppm. available iodine ; 
2% Amphyl; or 2% Staphene. Then 
immerse in same solution for 10 min- 
utes. Rinse and flush thoroughly with 
sterile water. 


. Polyethylene tubing—flush by syring- 


ing with the solutions in B.3., then 
rinse and flush with water. Flush with 
solutions B.1. (a) or (b) and immerse 
for 5 minutes. 


. Lensed instruments—cleanse with one 


of the solutions mentioned in A.3., 
wipe carefully with alcohol sponge 
and immerse for a few seconds only in 
70 to 90% isopropyl alcohol. The last 
step runs the risk of softening of lens 
mountings and it should be used only 
after consultation with manufacturer. 
Ethylene oxide may be the method of 
choice. 


. Hypodermic needles and syringes— 


See A.6. 


5 
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7. Hinged instruments—cleansing must 


be particularly thorough. Then im- 
merse for 20 minutes in one of the 
solutions under B.1. See A. 2. for 
comment on rust prevention. 


8. Floors, walls, furniture, etc—thorough 


cleansing with 2% Amphyl, 3% Ves- 
phene or Wescodyne (300 ppm. avail- 
able iodine). Spot disinfection can 
better be carried out with a strong 
hypochlorite solution such as Clorox 
or with an alcohol sponge. 


C. Organisms in A. and B., plus sPoRES 


1. General comment—the only solutions 


that qualify as acceptable sporicides 
are formalin-alcohol solutions of the 
Bard-Parker type. 


. Smooth, hard surfaced objects—3 


hours’ exposure to solution mentioned 


. Rubber tubing, “shellac” and “web” 


catheters—use ethylene oxide, if pos- 
sible. Otherwise immerse clean tubing 
or catheter in 4% aqueous formalin 
solution for 18 to 24 hours. Dirty 
tubing should first be syringed with 
solution B.1. (c), (d) or (e) and then 
flushed with and immersed in aqueous 
formalin. Rinse thoroughly with sterile 
water. 


. Polyethylene tubing—same _prelimi- 


nary cleansing as in C.3. Then im- 


merse for 3 hours in a solution of the 
type mentioned in C.1. 

5. Lensed  instruments—use ethylene 
oxide. 

6. Hypodermic needles and syringes— 
see A.6. 

7. Hinged instruments—cleansing must 
be particularly thorough. Then im- 
merse in a solution of the type men- 
tioned in C.1. See A.2. for comment 
on rust prevention. 

8. Floors, walls, furniture, etc.—liquid 
disinfectants that kill spores are vola- 
tile, and nonvolatile one’s lack sporici- 
dal power. Use solutions in A.8. or B.8. 
but not with the idea of killing spores. 


SUPPLEMENTARY RECOMMENDATIONS 


Transfer forceps—formaldehyde-alcohol so- 
lution of the Bard-Parker type. Change 
once a week and autoclave the container. 


Contaminated cases: 
Instruments—soak in solution A.1. (d), 
(e) or (f) for 10 minutes. Cleanse sharps 
and follow procedure in C.2. Autoclave 
_ everything else that can be sterilized this 
way. 


Furniture, floors, etc-—see A8. 


Oral thermometers—wash with soap and 
water; wipe dry and store in 70% iso- 
propyl alcohol containing 0.5% iodine. 
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Schizophrenic Reactions Among Overseas 
Marine Corps Troops* 


By 


LizutENANT Leon D. Hanxorr, Medical Corps, U. S. Naval Reservet 


HE illness of schizophrenia is perhaps 
less frequently encountered in military 
service than in civilian life, and is 
sometimes regarded as a totally disqualifying 
condition. The military physician certainly 
does not meet with the illness as frequently 
as does his civilian colleague nor does he en- 
‘counter the advanced forms of the illness.* 
Our current concept of the schizophrenic 
process, however, has broadened to include 
many patient who are not grossly psy- 
chotic®**; and it is expected that such pa- 
tients are to be found in service. 

The study of mental illness in the military 
setting has many technical advantages. The 
longitudinal record available on the service 
man is uniquely complete and documented. A 
patient’s life course may be charted in detail 
from his service record. Similarly the fol- 
low-up study of the service man is quite easy 
compared to the usual problems in outpatient 
studies. Also, the presence of a standardized 
environment makes comparative studies 
more useful. 

The present study arises out of the psy- 
chiatric problems seen in a body of overseas 
Marine Corps troops. Being the only psy- 
chiatric consultant available for the troops, 
this observer was in contact with all of the 
serious psychiatric problems and had com- 
plete follow-up on later developments in the 
group. 

It is pertinent to consider the particular 
population and environment from which the 
present study arose. The body of troops was 
composed of volunteers serving in a Far 
Eastern duty station. In order for a Marine 


Opinions expressed herein are those of the author 
and do not necessarily reflect the views of the 
Navy Department. 

* Presented at the 114th Annual Meeting of the 
American Psychiatric Association, San Francisco, 
California, May 16, 1958. 

+ U. S. Naval Hospital, St. Albans, New York. 
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to be serving overseas, he must have com- 
pleted basic training and several medical ex- 
aminations. The overseas tour for these men 
lasted 14 months. The military environment 
was rigorous, authoritarian, and physically 
demanding. The non-military environment 
was a rural Asiatic setting offering many 
low-priced physical commodities but quite 
devoid of intimate emotional satisfactions. 
The total atmosphere might be regarded as 
a stressful one although the possibility must 
always be entertained that such a situation 
may be quite relieving to some individuals. 


INCIDENCE 


The schizophrenic patients described here 
were observed in a body of approximately 
15,000 Marine Corps troops over a period of 
12 months, During the 12 months period, a 
grand total of 300 men were seen in psy- 
chiatric consultation and treatment, includ- 
ing both in- and outpatients. The gamut of 
military psychiatric problems was repres- 
ented within this group. Of the 300, twenty- 
eight received schizophrenic diagnoses. 
Wherever possible, concurrence in the diag- 
nosis was sought through consultation, psy- 
chological testing, and subsequent hospitali- 
zation records. 

In addition 11 patients’ were labeled 
Schizoid Personality. This group of 11 pa- 
tients showed no evidence of psychosis nor 
did they meet the criteria for a diagnosis of 
ambulatory* or pseudoneurotic schizophre- 
nia® in psychological or clinical examination. 
The picture of several, however, was quite 
suggestive of a schizophrenic diagnosis ; and 
it is possible that, in time, such a state may 
reveal itself in these patients. 

From the overall view, then, in this set- 
ting, schizophrenic disease accounted for 
about 10% of the referrals, and about two 
per thousand men in the field. 
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Schizophrenic Reactions Among Overseas Marine Troops 


CLINICAL FEATURES 


The 28 patients may be grossly divided 
into two clinical groups: (1) the frankly 
psychotic whose condition demanded hospi- 
talization, eight patients; and (2) the ambu- 
latory who were capable of a stable outside 
adjustment, 20 patients. 

Of the eight frankly psychotic patients, 
the diagnoses were as follows: paranoid, 4; 
acute undifferentiated, 3; and catatonic, 1. 
The group was notably lacking in acute 
agitated or rapidly deteriorating forms of 
psychosis. 

The ambulatory patients presented a range 
of clinical forms. At one extreme were rela- 
tively stable states with strong neurotic fea- 
tures. At the other extreme were more frag- 
ile states in which gross disintegration 
threatened. The latter forms were often seen 
at the height of their anxiety, highly dis- 
turbed by their own urges and discomforts. 
Other intermediate forms were in a subjec- 
tively more stable and comfortable state, but 
were often productive of so deviant and 
bizarre behavior as to invite investigation by 
superiors. 

Of interest in this respect are the legal 
difficulties that often befall the ambulatory 
schizophrenic patients in this setting. Three 
patients were referred for evaluation of sus- 
pected “homosexual traits.” One of them, a 
21 year old Private first class who denied 
both heterosexual and homosexual interests, 
while watching a movie of high adventure, 
had “felt sexy,” and began caressing his 
buddy in the next seat. Another youth, pas- 
sive, somewhat effeminate, and afflicted with 
gynecomastia, was referred in via his com- 
manding officer to see if the derisive reaction 
of the man’s barracks mates had any founda- 
tion. Two other patients were convicted by 
court martial for obviously bizarre behavior. 
One of these, while in a sort of dissociative 
state had driven off in a jeep with the 
avowed purpose of driving to Detroit, sepa- 
rated from him at that time by several thou- 
sand miles of ocean. He was convicted of 
stealing the vehicle but was removed from 
the punitive situation via hospitalization. 
Other minor deviant acts which might cause 
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little difficulty in civilian life, demand dis- 
ciplinary or medical action in the military. 

The sexual adjustment of these schizo- 
phrenic young men was characterized by im- 
maturity and inhibition. Four of the 28 were 
married. Several made a blanket denial of all 
sexual thoughts or activities. Masturbation 
was sometimes admitted to as beginning in 
late teens and being infrequent. It was often 
associated with inordinate guilt. Homosexual 
behavior, also, was not prominent. There 
was one admitted act but otherwise there 
were no confirmed conscious homosexual ac- 
tivities among the 28 patients. In contrast, 
among the 300 patients were nine who were 
referred in as confirmed sexual deviates, 
none of whom showed evidence of a schizo- 
phrenic disorder. 

The level of military adjustment among 
the 28 patients showed little uniformity. It 
ranged from a 19-year-old Private who 
broke down within a year of enlistment, to 
a decorated “hard-charging” Technical Ser- 
geant with 14 years of service. The latter 
was seen in connection with a series of 
bizarre acts quite out of character. He had 
had a similar period shortly after his en- 
listment 13 years earlier and had been con- 
sidered for a medical discharge at that time. 
For the group of 28 patients, the average 
length of service was 3.2 years while the 
average number of promotions was 1.4. 


COMPARISON WITH NON-SCHIZOPHRENIC 
PATIENTS 


As mentioned, the patients were part of 
300 referrals from a unit of Marine Corps 
troops. Although representing a wide range 
of conditions and referral channels, the 300 
were somewhat more homogeneous than the 
overall troop population. They were usually 
young, the majority being under 25 years of 
age, did not have a rank above Corporal, and 
often had more than average disciplinary 
difficulties in the past. Diagnostically, the 
group was composed largely of character 
disorders (60%) and psychoneurotics 
(20%). Another 10% were alcoholics, sex- 
ual deviates, psychophysiologic, and miscel- 
laneous disorders. As noted i0% of the total 
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comprise the schizophrenic group. If one 
may be permitted an over-generalization, 
based largely on the 60% character dis- 
orders, a certain type of patient emerges. 
This “typical” non-schizophrenic patient was 
a young, unmarried Marine Private who was 
sent to the psychiatrist in connection with 
some form of antisocial behavior. He was 
either referred by his officers or sought help 
himself because of the unpleasent situation 
he created for himself. He did not often 
present psychiatric symptoms as a complaint. 
He usually demonstrated considerable ability 
‘for drinking, fighting, and acquiring vene- 
real disease. His time spent at actual work 
was often productive but his growing list of 
misdeeds and the legal and punitive expenses 
entailed generally made his career a poor in- 
vestment for the service. 

In contrast, the schizophrenic patient ar- 
rived at the psychiatrist’s office because of 
more orthodox psychiatric problems. The 
ambulatory schizophrenic patient usually had 
sought out a medical officer, who in turn re- 
ferred the Marine for psychiatric considera- 
tion. Such patients complained of subjective 
discomfort, such as extreme anxiety or fear, 
or thoughts of going insane. Six out of the 
20 ambulatory patients had, among their pre- 
senting complaints, that of aggressive urges 
which they found difficulty in controlling. 
The eight schizophrenics who were hospital- 
ized presented grossly deviant behavior and 
symptoms necessitating medical care. 

Antisocial and aggressive acts were un- 
common among the 28 schizophrenics as 
contrasted with the overall group of patients. 
Recorded disciplinary actions averaged 1.4 
for the 28 patients; and 13 patients of the 
28 had no offenses, a very uncommon occur- 
rence among non-schizophrenics. The aver- 
age of 1.4 itself is misleading since three out 
of the 28 patients accounted for 18 of the 
total 38 offenses by the group. These three 
exceptional patients had gotten into frequent 
difficulties as a result of their poor impulse 
control. 

Along with this general lack of discipli- 
nary difficulties was a marked degree of pas- 
sivity in the personality (20 out of 28). The 
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passivity may have been observable in the 
form of the general adjustment pattern, or 
presented itself as a complaint by the patient. 
For example, some of the patients com- 
plained of being abused and bullied or of 
being too accommodating or gullible. A pa- 
tient might complain that he was singled out 
as the buffoon of the outfit. Along with this 
feature were marked dependency traits (21 
out of 28). The patients often showed evi- 
dence of crippling dependence on their par- 
ents or spouses. This feature readily demon- 
strated itself in the therapeutic relationship 
when psychotherapy was undertaken. 

A useful distinction could be made con- 
cerning the manner in which the ambulatory 
schizophrenic presented his difficulties, as 
opposed to the “typical” patient. When the 
schizophrenic presented his feelings of ag- 
gressivity or depression, he did so as a com- 
plaint. It was ego-dystonic. It bothered him. 
He wanted help or he wanted to control it. 
In contrast, the other type of patient often 
presented his feelings as the basis for a kind 
of threat. If the authorities (or the inter- 
viewer) did not “do something” about his 
feelings, he implied, something terrible 
might happen; and it would all be the au- 
thority’s fault. To the military psychiatrist, 
the threat of suicide in an acting-out per- 
sonality is probably the most well-known of 
manipulative acts. This was not, however, a 
regular feature of the depressed ambulatory 
schizophrenic. The schizophrenic patient ex- 
perienced discomfort from his symptoms. 
The character disorder experienced discom- 
fort from reality pressures and sought to 
change reality through his symptoms. 

Although one cannot differentiate the am- 
bulatory schizophrenic from the psycho- 
pathic patient on the basis of his morals, it 
does appear that in this particular authori- 
tarian setting the schizophrenic did not 
strike out against authority in the manner of 
many other patients. Furthermore, the com: 
monest form of schizophrenic psychotic re- 
action seen was the paranoid, an _ illness 
which relieves hostility guilt through pro- 
jection and is often associated with moral- 
istic attitudes. 
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MANAGEMENT AND COURSE 

Both inpatient and outpatient facilities 
were available; and treatment was attempted 
on all patients not excluded by external fac- 
tors (tactical, administrative, or legal). 
Treatment results were assessed in terms of 
military adjustment and symptom change, 
three broad categories of outcome being 
used: (1) Favorable, meaning that the pa- 
tient completed his overseas tour effectively 
and experienced definite relief of symptoms ; 
(2) Unfavorable, meaning that the patient’s 
overseas tour was interrupted by medical 
evacuation, imprisonment, or administrative 
discharge from service; (3) Equivocal, 
meaning that the patient completed his over- 
seas tour without major incident but pre- 
sented no symptom amelioration. The em- 
phasis in treatment and outcome was suc- 
cessful performance in the immediate envi- 
ronment. 

The eight frankly psychotic patients were 
all treated in the hospital with daily psycho- 
therapy sessions and drugs. Electroshock 
therapy was not used. Half of the group, 
four, showed evidence of a downward or 
chronic psychotic course and were medically 
evacuated within a month of breakdown. The 
other four were able to be returned to duty 
and followed as outpatients. Two relapsed 
within a few weeks and were in turn evac- 
uated. The remaining two have done well al- 
though they have not been followed to the 
completion of their tours. In summary, six 
of the eight frankly psychotic patients 
showed unfavorable courses leading to evac- 
uation as psychiatric illnesses. 

The rather disappointing story of the psy- 
chotic group is in marked: contrast to the 
course of the ambulatory group. Treatment 
was feasible for eleven of the twenty in this 
group. Eight followed a favorable course ; 
two had an equivocal outcome, i.e., com- 
pléted their overseas tours but professed no 
relief of symptoms; and only one showed an 
unfavorable course, receiving a brig sentence. 
None was_ hospitalized. Treatment and 
follow-up were not possible in the remaining 
nine patients of the ambulatory group. 

The management of the outpatients in- 


volved several treatment methods with a 
common denominator of “superficial” sup- 
portive psychotherapy. Psychopharmacologi- 
cal agents were used in varying dosages but 
were never looked upon as the mainstay of 
the treatment. In some cases the psychiatrist 
actively intervened in the military environ- 
ment of the patient. Official channels were 
occasionally used in recommending transfer 
or reassignment of a patient. For example, 
one paranoid patient had a job in which se- 
crecy was a pressing reality factor. Transfer 
afforded the patient considerable relief. 
More often, however, informal channels 
were used and probably effected real envi- 
ronmental changes. Local medical officers 
were informed of some of the aspects of the 
patient’s functioning and learned to deal 
with his multiple and bizarre complaints 
with greater equanimity. The man’s supe- 
riors were informed of his current precarious 
balance and urged, within limits, to lessen 
some of the pressures on him. Often, simply 
informing a few people in his unit that the 
man was having difficulties and that treat- 
ment was being attempted produced con- 
siderable and favorable response among the 
critical figures about the patient. 

The psychotherapy of outpatients was on 
a once or twice weekly basis. The therapist 
made himself available to the patients for 
additional emergency sessions. The patients 
were made to feel free to call when loss of 
control threatened. This attitude was par- 
ticularly fostered early in treatment. The 
course in treatment of these patients showed 
certain almost constant features. The pa- 
tients all quickly developed a strong positive 
“transference,” expressing in varying de- 
grees attitudes of satisfaction toward the pro- 
cedure of uninhibited conversation, admira- 
tion and gratitude toward the therapist. With- 
in a few sessions, usually by one month, the 
patient experienced considerable relief. The 
abatement of subjective symptoms was not 
always accompanied by a similar change in 
objective functioning and often the patient 
tended to minimize his failings and dissimu- 
late his symptoms in the presence of the 
therapist. To dismiss this reaction as a 
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“transference cure’ explains very little nor 
does it do .justice to the entire picture. In 
examining the past histories and follow-up 
of these patients, it became evident that the 
life course of many of these ambulatory 
schizophrenics is characterized by crises or 
dramatic transient upsurges of disorganizing 
anxiety. In the patients studied here the im- 
mediate environment seemed to contribute 
considerably in the development of the dan- 
gerous state. Unchecked it is likely that some 
of these crises could have progressed to out- 
right psychosis. The past histories of the 
twenty-eight patients reveal that four had 
hospitalization for mental illness, and five 
others had one or more transient psychotic 
episodes, not eventuating in hospitalization. 
The latter are suggestive of the “micropsy- 
choses” described by Hoch and Polatin.* 
Help at these times appears critical and is 
most valuable in terms of return on the 
therapist’s investment. Furthermore, from 
the results with hospitalized patients, it 
would appear that once the patient passes the 
threshold to hospitalized illness, the regres- 
sive forces become too strong to be so 
readily overcome. 

One might speculate on the success of psy- 
chotherapy with the outpatients. From the 
features observed it appears that this group 
of passive, dependent people were severely 
oppressed by their stern, unfamiliar, and 
unsupportive environment. Supportive psy- 
chotherapy seemed to offer the missing link, 
hence their rapid attachment to the therapy. 


Furthermore, their passivity denied them the ~ 


outlet of flagrant misbehavior; and schizo- 
phrenic symptoms became their chief ex- 
pression. The character disorder patients, on 
the other hand, were much cooler toward the 
psychiatrist and often maintained their act- 
ing-out in order to avoid therapeutic involve- 
ment. 


SUMMARY AND CONCLUSIONS 


Schizophrenic reactions among Marine 
Corps troops in a Far East Station were ob- 
served over the course of one year. An in- 
cidence of two patients per one thousand 
troops was noted. 
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Placing schizophrenic illness as the sever- 
est kind of psychopathology in the total 
group of patients, it appears that psycho- 
pathology does not necessarily correlate well 
with military maladjustment or economic 
loss to the service. In this particular setting, 
the most costly personality feature for the 
service was aggressive antisocial acting-out. 

The life course of many of the schizo- 
phrenics encountered in this study was 
marked by crises in which psychosis threat- 
ened. These stages were brief and sudden, 
marked by extreme discomfort in the pa- 
tient, and often subsiding quickly after the 
patient’s encounter with the psychiatrist. If 
during such a phase, however, the patient is 
once hospitalized, then his chances for suc- 
cessful return to the same environment are 
very poor. This observation appears to be a 
peacetime extension of the principle of com- 
bat psychiatry which holds that the further 
a man is evacuated from the battleline, the 
more difficult he is to treat, and the more 
fixed becomes his illness.**° 

In times of strife, the nation must tap its 
borderline resources. The utilization of this 
source of man power deserves consideration. 
The opinion is here offered that the con- 
sidered use of ambulatory schizophrenic pa- 
tients could provide the armed forces with 
useful man power. It is further felt that the 
outpatient treatment of such patients at criti- 
cal clinical periods is an economical invest- 
ment for the armed forces. 
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HE opportunity to study a sizable 
number of young men presented itself 


in the spring of 1951, following the 
outbreak of the Korean conflict when the 
authors were concerned with the psychiatric 
assessment of volunteers for general Naval 
Service—volunteers in the sense that many 
had chosen to enlist in the Navy for a four 
year period rather than being drafted. The 
immediate task was to identify those young 
men who might not be able to adapt to the 
sometimes unique demands imposed upon the 
individual by military life. We were thus 
confronted with a prediction problem in- 
volving the ability to adapt to a new social 
environment. Due to the urgency of the situ- 
ation it was necessary to establish certain 
immediate criteria based on the premise that 
those who demonstrated their inability to 
adjust to the immediate stresses of the mili- 
tary service would be poor risks in more 
extensive military operations involving a 
relatively long period of continual stress and 
the possibility of combat itself. 

In addition to learning more about factors 
contributing to the inability of certain young 
men to make the transition from civilian life 
to that of the military, the problem of de- 
vising more adequate prediction techniques 
presented itself. Various procedures for the 

The opinions and conclusions contained herein 
are those of the authors and do not necessarily 
reflect the official views of the Department of 
‘Defense or of the naval service. 

From the U. S. Naval Hospital, Oakland, Cali- 
fornia and the U. S. Naval Training Station, Bain- 
bridge, Maryland. Presented at the annual meetings 
of the American Sociological Society, Urbana, 
Illinois. Sponsored by the Bureau of Medicine and 
Surgery, Department of the Navy, research project 


NM 003 041.52. 
+ Research Assistant, Reception-Guidance Center, 
California Institution for Men, Chino, California. 


psychiatric evaluation of candidates for mili- 
tary service have been reported in the litera- 
ture, including brief and extensive psychiatric 
interviews, use of screening forms and ques- 
tionnaires, psychological projective tech- 
niques and various sociological situational 
tests. Yet from all these attempts, few sys- 
tematic presentations have been made to give 
more insight into reasons why some men can 
make the immediate transition smoothly, and 
others seemingly cannot. No study found has 
attempted a controlled investigation to un- 
cover possible personality similarities or dif- 
ferences between two such groups, although 
certain writers, mainly psychiatrists, have 
given suggested explanations. This paper will 
present preliminary findings from a project 
designed to explore certain facets of this 
problem. 


Tue DESIGN OF THE EXPERIMENT 


Certain restrictions inherent in the military 
service had to be met; those restrictions 
which interfere with the design of the ex- 
periment will become apparent, but it is 
hoped that they will not interfere to any ap- 
preciable extent with the validity of the find- 
ings as applied to the problems presented 
here. The research was undertaken as an 
integral part of the screening program of 
Naval recruits at the U. S. Naval Training 
Center, Newport, Rhode Island, in early 1951 
and many of the recruits subsequently par- 
ticipated in the Korean conflict. 

Criteria for Initial Adjustment. Some of 
the questions immediately raised in the psy- 
chiatric assessment of men for general Naval 
Service centered around the personality 
structure and its capacity to withstand stress 
and strain and to readily adapt to different 
and changing situations. The clinical identifi- 
cation of psychotic manifestations was not 
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the immediate problem of the research, as 
all men were seen in brief psychiatric inter- 
view by a qualified Navy psychiatrist and 
additional ample opportunity was available 
for the appearance of psychotic symptoms 
during the 7 to 11 week period of basic 
training. 

The five psychiatric diagnoses most fre- 
quently used in designating the candidates 
as “unsuitable” were those of “inadequate 
personality”, “passive-dependency reaction”, 
“passive-aggressive reaction”, “emotional in- 
stability reaction’, and “immaturity with 
symptomatic habit reaction: enuresis’. These 
behavioral inadequacies interfered apprecia- 
bly with interpersonal relationships among 
his recruit peers and superiors to warrant a 
discharge from the Naval service. For admin- 
istrative reasons, it was far preferable to 
identify these persons before they complete 
their basic training. In the case of assessing 
personnel for various specialized assignments 
such as for flight training, the submarine 
forces, or officer’s training, it was impor- 
tant to eliminate such individuals before they 
enter extensive training. 

The Unsuitables. A sample of 390 re- 
cruits who showed evidences of behavioral 
maladjustment according to the criteria pre- 
sented above were studied extensively. These 
recruits had demonstrated at some point 
during their recruit training that they were 
unable to adapt to the initial stresses imposed 
by the current military situation, and were 
admitted to the Neuropsychiatric Unit for 
extensive psychiatric examination and psy- 
chological studies; no attempt at treatment 
was undertaken. They were subsequently 
brought before a Naval Aptitude Board and 
discharged from the Naval Service with a 
general administrative discharge due to their 
“unsuitability”. 

The Control Group. In order to more 
clearly understand some of the difficulties 
which the “unsuitables” had in making this 
initial adjustment to the military, and for 
purposes of more accurately predicting such 
behavior, a control group of Naval recruits 
was chosen at random for study. All the 
young men who participated in this phase 
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of the investigation were examined inde- 
pendently by an experienced Navy psychia- 
trist, and those who gave indications of 
serious emotional disturbances or personality 
patterns which might interfere with their ad- 
justment to the Naval service were elimi- 
nated.* 

A sample of 1,847 young men thus re- 
mained who completed their basic training 
satisfactorily and were subsequently assigned 
throughout the fleet, to various shore estab- 
lishments, or to specialized service schools. 
These men ranged in age from 17 to 23 for 
the most part, with a mean age of 20.4 years, 
had attained an educational level ranging 
from 6 to 16 years (mean 11.8 years) with 
nearly three-fourths having at least entered 
the twelfth grade. They came from various 
socio-economic backgrounds and were re- 
cruited primarily from the eastern parts of 
the United States. 

The Technique Used. A psychological pro- 
jective technique, The Blacky Pictures, de- 
vised by Gerald Blum of the University of 
Michigan,” was administered to the 2,237 
young men, along with a personal data sheet 
to obtain information relating to their social 
and cultural backgrounds. The Blacky Pic- 
tures is designed to elicit responses indicative 
of the overall personality development, and 
consist of a series of eleven cartoon-type 
drawings of a dog named Blacky, his parents, 
and a sibling of undetermined sex named 
Tippy. For this study, the eleven cartoons 
were photographed on slides, projected onto 
a large screen and presented to assembled 
groups of approximately 100 recruits. They 
were given test booklets asking various open- 
ended and multiple-choice questions concern- 
ing their interpretation of the situations 
depicted in the cartoons. The responses given 
by the maladjusted group and by the control 
group were then coded and punched on IBM 
cards, and the chi-square coefficient of con- 
tingency was computed on each of the multi- 
ple-choice and open-ended questions to de- 


* Psychiatric examinations were conducted under 
the supervision of Captain Robert R. Deen, MC, 
U. S. Navy, then senior psychiatrist, U. S. Naval 
Training Station, Newport, R.I. 
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termine the significance of the differences 
between the two groups. 


THE FINDINGS 


The responses given by the control group 
were in striking agreement with the original 
sample as reported by Blum.* Further, the 
responses considered by Blum and others to 
be associated with disturbance in the various 
areas depicted by the test, were given signifi- 
cantly more often by the unsuitables than by 
the control groups. 

The findings presented in this paper will 
be centered about those items which were 
not in agreement with those previously re- 
ported by Blum and others and only on those 
items which discriminated between the two 
groups at the one percent level or better. 

The most significant findings seemed to 
center around the manner in which the mal- 
adjusted, as well as the normal recruits, 
handled their feelings. Certain areas such as 
feelings of dependency, feelings of rejection, 
the expression of aggression, authority rela- 
tionships, and sibling rivalry seemed to be es- 
pecially crucial ones in the responses given by 
these young men. As we have suggested else- 
where, the ability to relate to others, as well 
as the capacity to make adjustments to the 
military situation, seems highly predicated 
upon the manner in which these feelings are 
handled.* We will here consider briefly some 
of these areas and their implications for ad- 
justment to the Naval service.* 

1. Feelings of Dependency. There was 
evidence from certain test items that depend- 
ency strivings were more marked in our 
group of normals than in the original sample 
as reported by Blum. Those responses re- 
ported in the literature as being “neutral” or 


indicative of lack of involvement in this area | 


did not prove to be the model responses for 
our group of normal Naval recruits. The un- 
suitables likewise manifested strong  evi- 


* The original sample consisted of 119 males and 
90 females, all freshman college students at Stan- 
ford University, c.f. reference 2. 

+ For more extensive treatment of the data in- 
cluding frequencies and probabilities on each test 
item response, see reference 4. 


dences of dependency needs, but there were 
notable differences in the manner in which 
they handled them. The normal recruits ap- 
parently could accept their feelings without 
conflict, while the maladjusted group felt 
more rejected. There were further indica- 
tions that the unsuitables were ambivalent 
in the manner in which they handled these 
feelings and vacillated between passive resig- 
nation and overt aggression. 

2. Authority Relationships. The normals, 
as expected, tended to be able to identify with 
the father figure more readily and could ac- 
cept him as the punishing figure more often 
than did the unsuitables. When asked on an 
accompanying questionnaire how often their 
father had the “final word” in problems 
arising in the family, twenty percent stated 
“always”, and sixty-six percent responded 
“sometimes”, while but eight percent revealed 
“hardly ever’, and “never”. It would thus 
seem that these attitudes reveal their concep- 
tion of the father’s role as essentially an 
authoritarian one. In another study using a 
portion of the control subjects, it was sug- 
gested that recruits reporting their fathers 
“never had the final word”, were more ready 
to accept statements which rejected or con- 
demned social outgroups than those whose 
fathers seemingly had more control in the 
family.° Apparently there is some relation- 
ship between the recruits’ identification with 
the assertive father and their own security 
in the masculine or more aggressive role. 
Unfortunately, comparable data was not 
available on the unsuitables. 

Among the unsuitables, it appears that the 
punishing figure has never really been con- 
ceptualized, consequently with the inconsis- 
tency over parental roles, there is much in- 
security in family relationships. Twice as 
many unsuitables as normals gave openly 
aggressive reactions when confronted with 
being punished, revealing the extent of their 
anxiety when confronted with situations in- 
volving clear-cut authoritarian situations on 
the one hand, and their almost inappropriate- 
ness or lack of suitable means to cope with 
these situations on the other. Their responses 
reveal inappropriate thinking only as ex- 
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perimentally defined, i.e. their peers in the 
control group were able to make different 
choices significantly more often. We may 
infer that the unsuitables were less capable 
of making appropriate decisions involving 
the acceptance of authority symbols. They 
more readily resorted to choices involving 
non-disguised hostility, a factor extremely 
important in adjusting to any authoritarian 
institution, such as a military organization. 

3. Sibling Rivalry. We found that most 
recruits expressed feelings of sibling rivalry, 
and, furthermore, they all seemed to react 
in some aggressive manner. Only 37 percent 
of the normals were able to respond to the 
“neutral” response, and, but two and a half 
percent denied any feelings of rivalry.* 
Those remaining (slightly less than 60% ) 

‘ showed feelings of being rejected by the par- 
ents in favor of a sibling. It was shown pre- 
viously that these recruits who were without 
siblings were less tolerant of persons of a 
different social heritage than those who had 
brothers and sisters. Further findings re- 
vealed that among those recruits with sib- 
lings, those who were the oldest in the family 
with only younger sisters tended to be more 
tolerant of other social groups, as did those 
recruits who were the youngest in the family 
with only older brothers and no sisters.® Thus 
it would seem that the presence of siblings 
and the ordinal position of the recruit in the 
family constellation are influencial in the for- 
mation of his attitudes toward others and in 
his degree of security with his peers. 

The manner in which the normals and un- 
suitables handled their aggressive feelings 
over sibling rivalry is quite striking. The 
normals were able to handle these feelings in 
a socially acceptable fashion on a competitive 
basis, while the unsuitables again expressed 
ambivalence in their responses, chiefly 
through maladaptive behavior. They were 
more likely to show passive resistance or to 
act out their impulses by “beating Tippy up”. 
The normals emphasized competitive achieve- 
ment which, when channeled into masculine 


* Mean number of children per family was 3.8; 
only 10.5% were only children in the family. 
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pursuits is one of the factors leading to suc- 
cessful adaptation to the military service. 

4. Feelings of Guilt. Strong feelings of 
guilt were experienced by both groups. The 
normals tended to internalize their guilt 
feelings, and less than eight percent gave 
the “neutral” response. The findings suggest 
that normals are not able to handle their 
guilt feelings and attempt to solve them by 
withdrawing from the situation (“‘run away”, 
“escape”, “hide”). Likewise the unsuitables 
were not able to resolve their guilt feelings, 
but were more likely to attribute their guilt 
to others or to express aggression actively 
so the need for withdrawal was apparently 
not so great. Although the normals showed 
a great deal of guilt in various situations, 
they were able to throw it off so it did not 
become of ruminative concern. 

5. Feelings of Rejection. Although a 
greater portion of the recruits expressed 
preference for “Blacky to be with Mama” 
rather than with “Papa”, there were differ- 
ences in the manner in which the normals 
and the unsuitables handled the feeling of 
rejection which the conflicting situation 
aroused. The unsuitables felt the situation 
with greater intensity and were unable to 
accept their feelings of rejection. 


SUMMARY AND DISCUSSION 


From the data presented in this study, (1) 
we have empirically demonstrated that there 
are statistically significant differences in re- 
sponses to the test items between a clinically 
identifiable group of young men and a repre- 
sentative sample of “normal” young men, 
and (2) that the group of young men experi- 
encing difficulties in making a new social ad- 
justment more often selected test items 
theoretically chosen and empirically verified, 
to reflect maladaptive behavior. Evidence 
from our studies has been added to the 
“appropriateness” of the “correct’’, responses 
of the original test by obtaining a signifi- 
cantly large and varied sample of young 
men, more heterogeneous, and we believe, 
more representative than those thus far 
reported in the literature. We have shown 
the areas in which our sample differed from 
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the norms obtained by the originator of the 
test. 

Our interest here, lies mainly in attempts 
at accounting for the meaning of the differ- 
ences reported in this aspect of the research. 
Whether or not the test item responses can 
be shown have saliency and can be trans- 
lated into expressions of overt behavior re- 
mains to be seen; at this point, we were 
primarily interested in looking at the differ- 
ences in thinking between our two groups— 
more specifically in the attitudes inherent in 
their choices. As long as large scale military 
service is part of our social system, a signifi- 
cant portion of the nation’s youth will be 
involved in adjusting to a new social and 
cultural milieu, one seldom of their own 
choosing. From other studies, it has been 
shown that from one to four percent of the 
young men arriving at a training station are 
unable to adjust to even the initial routine 
demands of military service and yet do not 
present overt neurotic or psychotic symptom- 
atology.* They mainly manifest behavioral 
inadequacies which hinder their adaptability 
to change in social environments. A further 
group of personnel who are able to adjust 
to the initial phases of military life present 
long range adjustment difficulties manifested 
in debilitating neurotic, overtly psychotic and 
disciplinary difficulties, while a much larger 
group merely manifest their difficulties in 
reduced efficiency. 

Which factors, then in the recruits’ back- 
ground and in the social aspects of military 
service are conducive to adjustment and 
which factors hinder adaptation? What 
techniques does the new recruit have at his 
disposal to make the necessary changes if 


the two contain aspects which are incom- 
patible? Our overall assumption is thus: the 
degree and nature of the adjustment of per- 
sons to a new social environment is largely 
dependent upon the compatibility of the 
value systems and the behavioral mechanisms 
between the two groups. It has further been 
shown elsewhere, that the extent of the new 
adjustment is contingent upon the person’s 
ability to recognize and adopt new cultural 
patterns into his own value system.”* This 
is certainly an orientation which offers much 
promise in future studies involving adapta- 
bility. 
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Doctor Squibb 


DWARD ROBINSON SQUIBB, 

founder of E. R. Squibb and Sons, 

entered the U. S. Navy Medical 
Corps in 1847 and served with that branch 
of the military service until 1857. Shortly 
thereafter he started the manufacture of 
pharmaceuticals because he was stimulated 
by the need for pure drugs. This obsession 
came upon him while he served the Navy. 
3eset with all kinds of difficulties he de- 
veloped a method for producing ether of a 
standard quality. This was not too long after 


the introduction of ether as an anesthetic. 
All the story is told in the book, “Doctor 
Squibb,” published by Simon and Schuster, 
New York. 

That is another story. Recently, The 
Surgeon General of the Navy, Rear Admiral 
Bartholomew W.: Hogan, accepted for the 
Navy an original oil painting of Dr. Edward 
Squibb which was presented by Mr. J. J. 
Toohy, General Manager of E. R. Squibb 
and Sons, on the occasion of the firm’s 100th 
anniversary. In accepting the painting Ad- 
miral Hogan paid tribute to Dr. Squibb’s 
contributions to the service, saying, “Among 


Official U. S. Navy Photo 


REAR ADMIRAL BARTHOLOMEW W. Hocan (left), Surgeon General of the Navy, and Mr. Georce S. 
Squips, Ass’t, Director of Sales of the E. R. Squibb & Co., look at an original oil painting of Dr. Ed- 
ward Robinson Squibb, passed Assistant Surgeon in the Navy (1847-1857). 
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the highlights of his distinguished career in 
the Navy was the founding of the first naval 
laboratory at the old U. S. Naval Hospital in 
Brooklyn, New York. His drug preparations 
set standards of purity and quality hereto- 
fore unknown . . . so that while originally 
the laboratory supplied only the needs of the 
Brooklyn Navy Yard and Hospital, he was 
soon busy preparing drugs in response to 
demands of all our shore stations and fleets 
at home and abroad.” 

The painting will be on permanent display 
at the National Naval Medical Center. 

During the same ceremonies, the E. R. 
Squibb & Co., was presented with the Secre- 
tary of Navy’s Certificate of Merit Award. 
Admiral Hogan made the presentation on 
behalf of the Secretary of the Navy to Mr. 
J. J. Toohy. 


Individual Responsibility 


ERE are four more or less unrelated 
H conditions which most people con- 
sider highly desirable: 
1. Honest and competent men in public 
office. 
2. Reduction in the cost of government. 
3. Increase in the value of the dollar. 
4. Streets and highways free of litter. 
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Yet many of these same people will pre- 
vent the realization of these conditions by: 

1. Failing to vote. 

2. Demanding an increasing amount of 
free service and help from the government. 

3. Demanding higher wages without giv- 
ing proportionately higher production. 

4. Tossing litter on the streets and high- 
ways. 

Why do people do this? Why do they, by 
their actions, defeat the objectives that they 
believe to be so desirable? Are they crazy? 
They behave like persons who have panicked 
in attempting to leave a burning building. 
They know that, if everyone moves quickly 
and quietly through the exits, all will be 
saved. Instead they push, shove, claw and 
scream, the exits are jammed and many are 
burned to death. 

But is the insanity of the mob sufficient 
reason for the individual to act as a madman? 
Or, to put it another way, if we as individ- 
uals decide to behave as sane men what will 
become of the insane mob? It will disappear 
of course and that is the only way in which 
it can be made to disappear. The action of 
the individual, therefore, is not swallowed up 
by the multitude. It counts not for much; it 
counts for everything—The Kalends, Wil- 
liams & Wilkins Co. Sept.-Oct. ’58. 
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Around the World 


(Ser. III, No. 2) 


By 


CLaupius F. Mayer, M.D. 


cent case of tularemia, which reminds 
us that people are still but superfi- 
cially indoctrinated about the ways and 
spreading means of this occasionally fatal in- 
fectious disease. In some of the tularemia in- 
’ fections known from Canada the bacillus was 
transmitted by a scratch from a cat, bite by 
a deerfly, a tick-bite, but most often by skin- 
ning of rodent animals sick with the disease 
(rabbits, coyotes). A reservoir of the infec- 
tion is also present in a number of other prov- 
inces of the Canadian Dominion (Nova 
Scotia, Quebec, Ontario, Alberta). 

Eskimos are isolated ancient inhabitants 
of the Northern Arctic regions. Leif Ericson 
and his Norsemen found them in Greenland 
as early as 1000 A.D. Those of them who are 
living in the Eastern Canadian Arctics are 
perhaps the most isolated and racially the 
most homogeneous among the Eskimos. As 
such they were thought very suitable subjects 
for immunological studies. Canadian Public 
Health officers (L. Greenberg et al.) found 
that syphilis was not prevalent in the studied 
population. 

A Canadian physician who participated in 
the medical survey which the Eastern Arctic 
Patrol, aboard the C. D. Howe, carried out 
in 1957, described his medical observations 
during his northern trip. The Jndian and 
Northern Health Service has two resident 
medical officers in the Eastern Arctic: at 
Chesterfield Inlet and at Pangnirtung. These 
places are provided with a hospital which is 
managed by a religious order. At other places 
of the area, nursing stations are established 
with registered nurse in charge. Other posts 
may have a supply of drugs, and communica- 
tion with the doctor by radio. Among the 
Eskimos of this area, the infectious diseases 
are of major importance. Tuberculosis is 
prevalent, and the principal object of the 
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health surveys is the detection of active cases 
and their evacuation. Other acute respiratory 
infections are also common. “Ship’s fever” 
is a peculiar acute respiratory ailment which 
develops after the annual visit of the supply 
ship. Enteric diseases are sporadic, and para- 
sitism is evident, including echinococcosis in 
the caribou country, and trichinosis. Otitis 
media is common and such skin diseases as 
scabies, impetigo, boils, etc. 

Arteriosclerosis and heart diseases as well 
as cancer are rare. Eye diseases are preva- 
lent; so is enlarged liver which is ascribed 
to large consumption of vitamin A. Cold in- 
juries are rare, because the Eskimos are 
clever in avoiding the conditions of frost 
bite. Isolation sometimes may cause the 
strange behavior of some individuals, but it 
usually develops in those who are mentally 
predisposed to “becoming bushed.” 

Under Greenland’s thick icecap, which is 
sometimes almost 2,800 feet, huge fields of 
uranium ore were suspected by the Danes. 
A recent group of scientists from Germany, 
Switzerland, Denmark and France proved by 
laboratory research that the suspicion was 
right. Some of them proposed that the ice 
should be removed by means of atomic 
bombs. What about the radiation hazards? 

Last December, in the Paris Court, a 
French pharmacist, inventor and seller of a 
remedy against boils, called Stalinon, was 
sentenced to two years of imprisonment and 
fined one million francs because the drug 
had killed 102 people, and left 100 others at 
least permanently affected. Damages of more 
than half a billion francs were awarded to 
the victims and their families. The poison- 
ings occurred in 1954. According to some 
outstanding French medical journals (Se- 
maine thérapeutique, 1958, 34) the drug 
Stalinon was an oral preparation, dispensed 
in capsules which contained 15 mg of di- 
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iodo-diethyl tin, and 100 mg of iso-linoleic 
acid (so-called Vitamin F), Many people 
did not have any bad effects from the cap- 
sules. Toxic symptoms developed in others. 
The toxic symptoms were those of tin poi- 
soning, and they either ended in death or in 
a residual paraplegia. 

Perhaps it is the bad example such as the 
one just mentioned in France which moved 
the SWISS Intercantonal Bureau of Drug 
Control (a sort of “Food and Drug Ad- 
ministration”) to be more rigorous with the 
manufacturers of drugs. Now, it is requested 
by the Bureau that any medicament which is 
manufactured and/or sold in Swiss terri- 
tory in large quantities must get the approval 
of the central office. Mixtures and drugs 
made by local pharmacists and sold in their 
own shops in retail are excluded from the 
central control. The establishment of this 
Swiss drug-control bureau is of very recent 
date. It was authorized by law only in 1955. 
Its headquarters is in Bern. The bureau it- 
self consists of three experts, a pharmacist, 
an internist, and a pharmacologist, all being 
professors of universities. There is also a 
practising physician on the examining board. 
The procedure of approval is about the same 
as in the U.S. If biological control and re- 
checking is necessary, such task is assigned 
to a university institution. This is the case 
with vitamins, hormones, antibiotics, cardi- 
otonic glycosides, etc. The Bureau also makes 
periodic checks in drugstores and drug 
manufacturing plants. If anything objection- 
able is found the Cantonal sanitary authori- 
ties are notified who will then carry out the 
enforcement of the law. 

Official control of pharmaceutical prepara- 
tions becomes more and more difficult every- 
where in the world. This is partly due to the 
large number of products, partly to the com- 
plicated nature of examination which may 
be occasionally required for the analysis of 
a newly manufactured drug. As an example, 
Canada may be mentioned where the drug 
market has about 26,000 various products. 
If only two batches of each of these are 
manufactured annually, the control labora- 
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tory has to make 52,000 analyses. This is the 
reason that the general tendency is to have 
the manufacturer develop his own suitable 
control system at all stages of his operations. 

We just heard of a very, very special 
medical association called the Society of the 
Reticulo-Endothelial System. This society 
must have been in existence for some time 
because this August it held its second inter- 
national symposium at Rapallo. The chief 
topics of the meeting were on the effect of 
the steroids, and of the radiations upon the 
cells of the RES, and the role of these cells 
in immunity. The previous meeting of the 
society was held at Gif-sur-Yvette, France, 
in 1956. The secretary of the Symposium, 
whose headquarters is in Genova, Italy, 
hoped the attendance was not too large so 
that the participants could exchange their 
views in more intimate discussions. By the 
way! Here are two new words which in the 
French speaking countries cover the occupa- 
tion of our G.P.s:—omnipractice and omni- 
practitioner! 

Japanese research workers have developed 
an autoradiographic method for detecting 
fingerprints on paper or cloth. This is great 
news for all police departments of the world. 
The material left behind in finger-print is 
sweat, containing minute traces of protein. 
When it is exposed to formaldehyde vapor, 
containing radioactive carbon particles, the 
formaldehyde becomes fixed on the protein, 
and the carbon is distributed in the exact 
shape of the finger-print. Then, the formal- 
dehyde is removed, and the treated material 
is attached to a photographic film and placed 
in a light-proof box. The autoradiograph of 
the finger-print develops in 1-8 days. 

A new type of disadaptational syndrome 
was recently described by Chinese doctors 
which they had observed among newcomers 
in Tibet. It is essentially an edema of the 
lungs. The patients were found mostly in 
mountainous areas at 12,000-13,000 feet 
above sea level during the cold seasons when 
the external temperatures were from 5 to 
10 C° below zero. The great majority of the 
afflicted persons began to complain within 
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four days after their arrival at the high- 
altitude areas. It was thought that the condi- 
tion resulted from the combination of anox- 
emia, cold, and lack of adaptation, Oxygen 
always gave prompt relief. 

In its cultural exchange program, the 
Soviet Union sent pharmacologists, botanists, 
and internists to China to study traditional 
Chinese medicine for the treatment of hyper- 
tension, diabetes, and nephritis. The ex- 
change doctors were assigned to institutes in 
Peiping and Shanghai. 

Dr. Menhanlal Atal died a year ago in 
‘December. He was Vice-President of the All- 
India Peace Council, who in 1938 led an In- 
dian medical team to aid China during the 
War of Resistance against Japanese aggres- 
sion. He died during a recent visit to China. 
According to his will, half of his ashes were 
’ sprinkled at the confluence of the Ganges 
and Jumna rivers, and the other half over 
the Yellow River in commemoration of the 
friendship of the Indian and the Chinese 
people. 

One of the main activities of the Ministry 
of Public Health in Red China is the popu- 
larization of native medicine. For this pur- 
pose, special agencies and committees are 
also at work. As the result of their efforts, a 
number of medical dictionaries, English- 
Chinese, have been published in recent years. 
We know of a vocabulary of pharmacology, 
a diagnostic terminology (1st and 2nd edi- 
tions), a therapeutic terminology, and a vo- 
cabulary of histology and embryology, all of 
them issued during 1955. 

Anybody know what thominxosis is? It is 
a very rare nematode infestation of the res- 
piratory tract and of the lungs. The five 
previous cases are all from Russia, described 
in 1939, 1952 and 1956. Now, another case is 
reported from the First Medical Institute of 
Moskva. The parasite, Thominx aerophilus, 
is about 5-7 mm long, and lives in the nose, 
trachea, bronchi, producing chronic cough 
and slight haemoptysis. 

A few months ago we mentioned the great 
ado about the Soviet Russian anti-polysclero- 
sis vaccine prepared by Shubladze and Mar- 


gulis, and the great demand for it by the 
British physicians. At the end of July, this 
year, Shubladze, chief of the Laboratory of 
the Ivanovsky Institute of Virology in 
Moskva, wrote a letter to the editor of the 
Brit. M.J., stating that the multiple-sclerosis 
vaccine also contains the S.V. strain of en- 
cephalomyelitis virus which is apparently 
identical with rabies virus. Hence, she recom- 
mended that the Russian vaccine should not 
be used for treatment of human cases of 
multiple sclerosis. Does this need comment? 

From September 26 to October 1, Italian 
doctors participated in a Roman Medical 
Pilgrimage to Lourdes, under the auspices 
of the Medical Faculty of Toulouse. A day 
of the pilgrimage was dedicated to a Con- 
vention on Medical Ethical Studies, held in 
the Jeanne d’Arc room. One of the lecturers 
discussed the topic of “Medicine and Mira- 
cle.” 

A physician of the Middlesex Hospital in 
London finds that medical journals are dull. 
The titles of the articles are unattractive, and 
a poor title does not gain much by listing 
after it all the members of a multiple team 
of authors. This multiplicity is discouraging, 
says the doctor, since “ten men cannot write 
an article more than ten men can drive a 
car.” The advertisements of the medical 
journals are also dull. (NOTE: This is so 
perhaps in the British journals!) What these 
ads show are “elderly men in shabby pyjamas 
hurrying along the passage with urinary fre- 
quency.” They are certainly not attractive. 
Even the usual factual history of a patient 
can be made very much alive by good pres- 
entation, good style and by a little bit of im- 
modesty. “I would rather be thought con- 
ceited than dull”—says the Middlesex doctor, 
advocating the use of “I.” Articles are writ- 
ten to interest the reader, not to make him 
admire the author. 

This bit of news is derived from the 


County Medical Officer’s Annual Report , 


(1957) in Devon. A mother of a 7-month 
old child at the welfare center revealed that 
her child had a bottle of stout every day, pre- 
scribed by a “doctor in Ireland” when the 
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baby was 3 weeks old. On further inquiry 
it was found that the doctor of Ireland had 
in fact prescribed the stout for the mother, 
who, assuming that it would enter the child’s 
body through her milk, continued to provide 
it on weaning—one-third stout, two-thirds 
milk in a bottle. And apparently the baby 
liked the formula! 

About 40 years ago, soon after World 
War I, one of our colleagues, a big-hearted 
soft-voiced woman arrived in India’s Paki- 
stan where she became a sort of Dr. 
Schweitzer in skirt, bringing relief among 
the suffering Moslem women of that country 
who have been living in strict seclusion 
(‘“purdah”) under such miserable conditions 
that their life expectancy at that time was 
hardly 27 years. This pioneer lady doctor, 
whose name is Dr. Anna Dengel, soon recog- 
nized the need for medical missionary work 
not only in India and Pakistan, but also in 
other backward countries of the world. She 
thought that the best and most unselfish 
medical service could be rendered to these 
secluded people of her sex by other young 
women doctors who would renounce their 
family ties, and, under observation of the 
rules and regulations of Catholic monastic 
life, would devote their entire life to the sick 
people of the backward countries of the 
world. 

Thus, with the permission and benediction 
of the Church, the order of the Medical 


Mission Sisters was founded in 1925 by Dr. 
Dengel in the United States. During the past 
30 years, the order has been growing until 
now it has houses of study and formation 
(novitiates), medical centers, and hospitals 
in various parts of the world. The young 
nuns of Mother Dengel, who now resides in 
Philadelphia, are educated at professional 
schools in medicine, surgery, pharmacy, 
nursing, and a number of ancillary sciences 
of medicine. Many of them graduate as 
M.D.s, and are sent to staff the various 
missionary hospitals of the Order. 

Such hospitals, some of them with 200 
beds or more, are now functioning in Paki- 
stan (at Rawalpindi, Karachi, Dacca, and 
Mymensingh) ; in India (nine), in Java 
(two) and in Celebes (two), in Africa at 
the Gold Coast and in South Africa (three), 
and one hospital in Venezuela. The hospital 
at Maracaibo, Venezuela, was built in 1951 
by the Creole Petroleum Corporation for the 
employees of the company, but it is ad- 
ministered and staffed by the Medical Mis- 
sion Sisters. The sisters have to study hard. 
Thus, a Sister-surgeon needs at least ten 
years to develop dexterity in the use of the 
surgical knife. Truly, it is a wonderful voca- 
tion to follow in the steps of the Divine Doc- 
tor, and to combine the power of Faith and 
of the Cross with the Love of Mankind and 
the marvels of modern medicine! Multa 


paucis! and MERRY CHRISTMAS! 
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The Sir Henry Wellcome 
Medal and Prize 


COMPETITION FOR 1959 


r \HE competition is open to all medical department officers, former such 
officers, of the Army, Navy, Air Force, Public Health Service, Veterans 
Administration, The National Guard and the Reserves of the United States, 

commissioned officers of foreign military services, and all members of the Asso- 

ciation, except that no person shall be eligible for a second award of this medal 
and prize and no paper previously published will be accepted. 

The award for 1959, a medal, a scroll, and a cash prize of $500, will be given 
for the paper selected by a committee composed of the Association’s vice-presi- 
dents which reports on the most useful original investigation in the field of 
military medicine. The widest latitude is given this competition, so that it may 
be open to all components of the membership of the Association. Appropriate 
subjects may be found in the theory and practice of medicine, dentistry, veter- 
inary medicine, nursing and sanitation. The material presented may be the result 
of laboratory work or of field experience. Certain weight will be given to the 
amount and quality of the original work involved, but relative value to military 
medicine as a whole will be the determining factor. 

Each competitor must furnish six copies of his paper which must not be signed 
with the true name of the author, but are to be identified by a nom de plume or 
distinctive device. These must be forwarded to the Secretary of the Association 
of Military Surgeons of the United States, Suite 718, 1726 Eye St. N.W., 
Washington 6, D.C., so as to arrive at a date not later than 20 June 1959, and 
must be accompanied by a sealed envelope marked on the outside with the ficti- 
tious name or device assumed by the writer and enclosing his true name, title and 
address. The length of the essays is fixed between a maximum of 10,000 words 
and a minimum of 3000 words. After the winning paper has been selected the 
envelope accompanying the winning essay or report will be opened by the Secre- 
tary of the Association and the name of the successful contestant announced by 
him. The winning essay or report becomes the property of the Association, and 
will be published in Mititary Mepictne. Should the Board of Award see fit 
to designate any paper for “first honorable mention” the Executive Council may 
award the writer life membership in The Association of Military Surgeons, and 
his essay will then also become the property of the Association. 


SUSTAINING MEMBERS 


It is a privilege to list the firms who have joined The Association of Military Surgeons 
as Sustaining Members. We gratefully acknowledge their support. 


ABBOTT LABORATORIES 
AMERICAN STERILIZER COMPANY 

ASTRA PHARMACEUTICAL PRODUCTS, INC. 
AYERST LABORATORIES 

BAXTER LABORATORIES, INC. 

BECTON, DICKINSON AND COMPANY 
BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
CIBA PHARMACEUTICAL PRODUCTS, INC. 
COOK-WAITE LABORATORIES, INC. 

CUTTER LABORATORIES 

EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL CO. 
GENERAL ELECTRIC COMPANY 

HOFFMANN-LA ROCHE, INC. 

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID CO. 

LILLY, ELI, AND COMPANY 

MALLINCKRODT CHEMICAL WORKS 

MEAD JOHNSON & COMPANY 

MERCK & CO., INC. 

ORTHOPEDIC EQUIPMENT COMPANY 

PARKE, DAVIS & COMPANY 

PFIZER, CHAS. & CO., INC. 

PICKER X-RAY CORPORATION 

RITTER COMPANY, INC. 

SCHERING CORPORATION 

SEARLE, G. D., & CO. 

SMITH KLINE & FRENCH LABORATORIES 

SQUIBB, E. R. & SONS, DIVISION OF OLIN MATHIESON CHEMICAL CORP. 
STEPHENSON CORPORATION 
UPJOHN COMPANY, THE 
WARNER-CHILCOTT LABORATORIES 
WINTHROP LABORATORIES, INC. 
WYETH LABORATORIES 


ASSOCIATION NOTES 


Timely items of general interest are 
accepted for these columns. Deadline 
is 3rd of month preceding month of 
issue. 


Department of Defense 


Ass’t Secretary (Health & Medical)—Hon. 
FRANK B. Berry, M.D. 

Deputy Ass’t Sec’y—Hon. Epw. H. Cusu- 
ING, M.D. 


SELECTIVE SERVICE 

The Department of Defense has requested 
the Selective Service System to provide 
Armed Forces Induction Stations with 
11,000 men during December 1958 for as- 
signment to the Army. This December call is 
the same as for the months of September, 
October, and November. 


INTERN AND RESIDENT PAY 

Any commissioned officer of the Medical 
Corps who was serving on active duty before 
July 1, 1954, as an intern or resident physi- 
cian in a hospital other than a Federal Hos- 
pital, is entitled to retain payments of pay 
and allowances during that period to the 
extent that such compensation, pay and al- 
lowances were paid. 

The law provides for a refund to those 
officers who have made repayments of such 
amounts assessed against them. Claim may 
be submitted citing Public Law 85-869, 85th 
Congress. 


Army 


Surgeon General—Mayj. Gen. B. 
Hays 
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Deputy Surg. Gen GEN. JAMEs P. 
CooNEY 


ASSIGNMENT IN SGO 


Lt. Colonel Robert G. McCall, MSC, has 
been appointed Chief, Sanitary Engineering 
Section and Assistant Chief of the Medical 
Service Corps in the Office of the Surgeon 
General. 

Colonel McCall, a native of Follansbee, 
West Virginia, is a Diplomate of the Ameri- 
can Academy of Sanitary Engineers. He has 
served as Medical Inspector of the 97th In- 
fantry Division, Sanitary Engineer in the 
Medical Section of the Fifth Army, and 
more recently as Chief Sanitary Engineer of 
the Medical Division in the Headquarters, 
U. S. Army Europe. 


MEDICAL ADVISOR TO BRAZILIAN ARMY 


Lt. Colonel Wayne S. Hume, assigned to 
the Medical Section of Headquarters, U. S. 
Continental Army Command, was awarded 
the U. S. Army Certificate of Achievement 
for his outstanding performance of duty as 
medical advisor to the Brazilian Army, while 


U. S. Army Photo 


(L to R) Cot. Jos. G. Cocke, CONAC Surceon 
AND Lr. Cot. W. S. Hume. 
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serving with the U. S. Army Element, Joint 
Brazil-United States Military Commission, 
from September 1954 to June 1958. 

In carrying out his duties Colonel Hume 
made many trips by air throughout Brazil, 
flying over the trackless jungles of the Matto 
Grosso region and personally visiting many. 
outlying medical stations. 


FINGERPRINT IDENTIFICATION 


A new battlefield fingerprinting process 
that instantly produces a tissue-thin, almost 
indestructible plastic cast of direct or latent 
prints has been developed by the Army 
Quartermaster Corps for use in the identi- 
fication of military war dead. 

Fingerprint casts are obtained by spray- 
ing a liquid plastic compound directly on a 
finger or on a surface with a latent print. 
Hardening immediately, the plastic is easily 
peeled from the area and the resultant replica 
provides an easily handled, smudge-proof 
fingerprint permanently imbedded in the 
plastic material from which positive iden- 
tification can be made. 


Navy 


Surgeon General—REaR ADM. BARTHOLO- 
MEW W. HoGAN 

Deputy Surgeon General—REar 
Bruce E. BRADLEY 


ADM. 


HONORED 


Rear Admiral Bartholomew W. Hogan, 
has been awarded the “Cruz Peruana al 
Merito Naval, en el grado de Gran Official 
Distinctivo Blanco” (“The Peruvian Cross 
of Merit”) by the President of the Republic 
of Peru and the Peruvian Navy. The decora- 
tion was presented Admiral Hogan through 
Rear Admiral Luis Edgardo Llosa, Naval 
Attache, Embassy of Peru, Washington, 
D.C., in connection with the celebration of 
Peruvian Navy Day. 

The basis for this high award was in 
recognition of the assistance the U. S. Navy 
Medical Department has given the Peruvian 
Naval Medical Department. 
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NOTES 

Rear Admiral Curtis W. Schantz, form- 
erly Commanding Officer of the Naval Den- 
tal School at the National Naval Medical 
Center in Bethesda, Maryland, has been as- 
signed as Assistant Chief of Dentistry in the 
Bureau of Medicine and Surgery. 

Rear Admiral Bruce E. Bradley attended 
the cornerstone laying ceremony of the new 
15-story Naval Hospital at Portsmouth, Vir- 
ginia on October 17. 

The hospital is one of two under construc- 
tion, the other one being at Great Lakes, IIli- 
nois. The Portsmouth ‘hospital will have a 
designed capacity of 800 beds, with support- 
ing services capable of accommodating a 700- 
bed extension. The estimated completion date 


is December 1959. 


RETIRED 


The following Medical Service Corps 
officers have been retired: Commander Wil- 
liam A. Breathwit, Lt. Commanders Oscar 
E. Eisen, Ogden C. Graham, Joe R. Nix, 
Harold J. Sylvester, and Lieutenant Jack W. 
McQuerry. 

The following Medical Corps officers have 
been retired: Captains Wilbur E. Kellum, 
Carl H. McMillan, John D. Walters, Jesse 
G. Wright, and Harold G. Young. Captain 
Kellum was advanced on the retired list to 
the rank of Commodore and Captain Young 
to the rank of Rear Admiral. 


DENTAL COURSE AVAILABLE 


A home-study type of extension course in 
partial denture prosthesis (Prosthodontics, 
Part II, NavPers 10764) is now available to 
officers of the U. S. Navy Dental Corps. 
Developed by the staff of the U. S. Naval 
Dental School, National Naval Medical 
Center, Bethesda, Maryland, with the as- 
sistance of professional test writers of the 
home-study department of the University 
of Chicago, the course comprises assign- 
ments in diagnosis, treatment correlation, 
impression making, and the equilibration of 
the natural dentition and partial dentures. 
Included in the course material are a new 
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edition of a widely accepted partial denture 
textbook and the Glossary of Prosthodontic 
Terms. 

This course is the first of a series of post- 
graduate extension courses being prepared 
under the auspices of the Naval Dental 
School to augment the present continuing 
education program of the Navy Dental Serv- 
ice. During the coming year, other courses 
will become available in complete denture 
prosthesis, operative dentistry, oral diagno- 
sis, periodontics, oral surgery, and crown 
and bridge prosthesis. 


COURSE AVAILABLE 


Submarine Medicine Practice (NavPers 
10707-A, revised 1958) is a recommended 
course for all Medical Department person- 
nel. 

This course is a presentation of the high- 
lights of latest developments, the accumu- 
lated knowledge and experience resulting 
from years of research and investigations. 
It consists of six objective type assignments 
and is evaluated at eighteen Naval Reserve 
promotion and/or non-disability retirement 
points. Naval Reserve personnel who previ- 
ously completed course NavPers 10707, 
WILL receive additional credit for the com- 
pletion of course NavPers 10707-A. 


Air Force 


Surgeon General—May. GEN. OLIVER K. 
NIEss 

Deputy Surg. Gen—Maj. GEN. OLIN F. 
McILNAY 


NEW SURGEON GENERAL 


Major General Oliver K. Niess became the 
new Surgeon General of the Air Force on 
December 1. He succeeded Major General 
Dan C. Ogle who retired. 

Genera! Niess, a native of Belleville, Illi- 
nois, graduated from the Washington Uni- 
versity School of Medicine, St. Louis, Mo., 
in 1927, and then served an internship at the 
Fitzsimons General Hospital in Denver, 
Colo. He has been with the military medical 


Official Air Force Photo 
Maj. Gen. Oxiver K. Niess, USAF (MC) 


services since his graduation. 

From 1939 to 1944 his assignments in- 
cluded: Medical Advisor to the Athletic As- 
sociation at the U. S. Military Academy; 
Post Surgeon at Maxwell Field, Alabama; 
Commander of the hospital, and Assistant to 
the Surgeon of the First Air Force at 
Mitchel Field, New York. 

During World War II, he served as Di- 
rector of Administration in the Office of the 
Air Surgeon, Washington, D.C. ; as Surgeon 
of the India-China Division, Air Transport 
Command, Calcutta, India; and as Surgeon 
of the Pacific Division, Air Transport Com- 
mand, in Hawaii. He has served in the Office 
of the Secretary of Defense, the Office of the 
Surgeon General of the Air Force, and at the 
time of his recent appointment was Com- 
mand Surgeon of the Pacific Air Forces in 
Hawaii, a position he has held since Sep- 
tember 1954. 

General Niess is board certified in aviation 
medicine and is rated as Chief Flight Sur- 
geon and as Aircraft Observer (Medical). 
His professional affiliations are: Fellow of 
the American College of Surgeons; a mem- 
ber of the American Medical Association, the 
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Aero Medical Association, and the Associ- 
ation of Military Surgeons of the United 
States. 


GENERAL OGLE RETIRES 


Major General Dan C. Ogle, Surgeon 
General of the Air Force for the past four 
years, retired on November 30, 

A Chief Flight Surgeon since 1932, he has 
dedicated himself to aeromedicine in its 
broadest aspects. Under his administration 
the Air Force has realized its goal for an 
Aeromedical Research Center at Brooks Air 
Force Base, Texas, and the construction of 
170 new medical facilities worldwide. 

A native of Keithsburg, Illinois, he be- 
came its mayor while assistant principal of 
the high school. He decided upon a medical 
career and graduated from the University of 
Illinois College of Medicine in 1929. Then 
he entered the U. S. Army Medical Corps 
where he soon manifested his interest in 
aviation medicine. 

His overseas assignment during World 
War II took him to Italy where he was as- 
signed as Surgeon of the Fifteenth Air 
Force and pioneered the development of a 
medical service to support strategic Air 
Force operations. 

In 1945 he became Surgeon of Air Uni- 
versity and instructor in medical subjects. 
Upon graduating from the Air War College 
in June 1949, General Ogle was assigned as 
Special Assistant to the Surgeon General and 
subsequently as Deputy Surgeon General. 

In March 1953, he was named Surgeon of 
the United States Air Forces in Europe at 
Wiesbaden, Germany, and the following year 
was recalled to Washington to assume the 
position of Air Force Surgeon General. 

General Ogle is a Fellow of the American 
College of Physicians and the Aero Medical 
Association; an Honorary Fellow of the In- 
ternational College of Surgeons ; a Diplomate 
of the American Board of Preventive Medi- 
cine with certification in Aviation Medicine 
(Founders Group) ; a member of the Ameri- 
can Medical Association, the Association of 
Military Surgeons, and many other organiza- 


Oficial Air Force Photo 
May. GEN. Dan C. Ocie, USAF (MC), Ret. 


tions. On November 18 he was awarded the 
Distinguished Service Medal which was pre- 
sented by Maj. Gen. T. D. White, Air Force 
Chief of Staff. 


ASSIGNMENTS 


Lt. Colonel Paul Eggerston has been as- 
signed to the Office of the Surgeon General 
as Consultant in Neurology and Psychiatry. 
He replaces Lt. Colonel Robert L. Williams 
who will be Associate Professor of Psychi- 
atry at the University of Florida College of 
Medicine. 

Colonel Herbert W. Coone will replace 
Colonel Archie A. Hoffman in the Office of 
Surgeon General as Consultant in Internal 
Medicine in February 1959. Colonel Hoff- 
man will be assigned as Chief of Profes- 
sional Services at Andrews Air Force Base 
Hospital, Washington, D.C. 


ASSIGNMENT SCHOOL OF AVIATION MEDICINE 


Colonel John E. Pickering has been named 
Director of Medical Research at the School 
of Aviation Medicine, Randolph Air Force 
Base, Texas. He has been with the school 
since 1948 and has been Chief of its Depart- 
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ment of Radiobiology since 1952, a position 
which he will continue to fill. He holds the 
Air Force flight rating of Senior Navigator. 


Public Health Service 


Surgeon General—Leroy E. Burney, M.D. 
Deputy Surg. Gen —Joun D. PoRTERFIELD, 
M.D. 


ASSIGN MENT 


Dr. Richard A. Prindle has been named 
Chief of the Air Pollution Medical Program 
of the Public Health Service to succeed Dr. 
Wilton M. Fisher who became Chief of the 
Training Branch, Division of Personnel. 


RETIRED 


The following Commissioned Officers of 
the Public Health Service have retired: 
Senior Surgeons Fritz Hurd and Joseph F. 
Paulones ; Senior Sanitary Engineer Richard 
P. Long ; and Nurse Officer Florence E. Mc- 
Kerrow. 


ANTIHYPERTENSIVE DRUG 

JB 516 (1-phenyl-2-hydrazinopropane) 
has been reported to produce marked and 
sustained lowering of blood pressure in pa- 
tients wtih hypertension. The report was 
made by Doctors Louis Gillespie, Jr., Luther 
L. Terry, and Albert Sjoerdsma, research 
physicians of the National Heart Institute, 
Bethesda, Maryland. 


POLIO VACCINATION 


Now is the time to start anew that cam- 
paign for vaccination against poliomyelitis. 
For the first 42 weeks of 1958 there were 
2,242 cases of paralytic polio as compared 
to 1,825 for the same periud of 1957. There 
is plenty of vaccine available but people have 
become lax in getting their injections. 

Of 265 cases in Detroit who had received 
Salk vaccine, there were 70 who had para- 
lytic polio and two of these died. Among an- 
other group (316 victims) who had not re- 
ceived the vaccine there were 202 cases of 
paralytic polio, and 17 died. 
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Three injections are recommended for all 
persons forty years of age and under. Have 
you been vaccinated? Has your neighbor 
been vaccinated? LET’S TALK UP THE 
VACCINATION FOR POLIO DURING 
THESE WINTER MONTHS SO AS TO 
BE PREPARED FOR THE SUMMER 
MONTHS TO COME. 


Veterans Administration 


Chief Medical S. M1p- 
DLETON, M.D. 

Deputy Chief Med. Dir.—R. A. WotForp, 
M.D. 


VETERAN POPULATION 


The veteran population in civil life at 
the end of September was estimated at 
22,723,000. World War I accounted for 
2,852,000, and prior wars and the Regular 
establishment accounted for 134,000. 


MEDICAL RESEARCH 


More research on some of the major medi- 
cal problems that have confronted the Vet- 
erans Administration will be possible during 
this fiscal year which began July 1, 1958, be- 
cause of additional appropriations voted by 
the 85th Congress. 

Some of the programs will be in the areas 
of aging, mental illness, cancer, heart and 
blood vessel disorders, and tuberculosis. 


ELECTED TO POSITION 


Lee D. Cady, M.D., Manager of the Vet- 
erans Administration Hospital, Houston, 
Texas, has been elected to the Executive 
Committee of the new Medical School— 
Teaching Hospital Section of the Association 
of American Medical Colleges. 


WHEELCHAIR HOMES 


Of the 7,091 veterans who have estab- 
lished their eligibility for special grants be- 
cause of the need for special type homes, 
more than 5,400 have received Federal grants 
totaling more than $51 million. 

The Veterans Administration defrays 50 
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percent of the cost of “wheelchair homes” 
for eligible veterans up to a maximum of 
$10,000 under grants which were first au- 
thorized in 1948. 


PATIENT LOAD 


The average daily patient load in Veterans 
Administration hospitals for September was 
110,725 to which should be added the load 
in non-VA hospitals (3,100). 

The total visitors for medical care during 
September on an outpatient basis were 


182,366. 


GI INSURANCE CONVERTIBLE 


Previously non-convertible term GI in- 
surance will be convertible beginning Janu- 
ary. Holders of policies bearing the letters 
“RS” preceding the number will have three 
options: 

1. To convert their RS term policies to 
permanent plans of GI insurance. 

2. To exchange their RS term policies for 
a “limited convertible” term policy carrying 
a lower premium rate, but which—after Sep- 
tember 1, 1960—cannot be renewed by per- 
sons who have passed their 50th birthday. 

3. To keep their RS term policies at the 
currently established premium rates, which 
increase every five years. 


GI MORTGAGE LOANS 


Veterans selling their homes and “GI” 
mortgages must first contact the Veterans 
Administration if they want to be released 
from liability to the Government on their 
loans. 

The release protects veterans if the new 
purchaser defaults in payments. The new 
purchaser need not be a veteran. 


VETERANS BENEFITS 


The laws relating to veterans’ benefits 
were revised, codified, and enacted as Title 
38, United States Code, Veterans’ Benefits, 
Public Law 857, 85th Congress, effective 
January 1, 1959. The catalog on this (Cat. 
No. Y 4. V 64/3:B 43/6) can be obtained 
from the Government Printing Office, Wash- 
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ington 25, D.C., for $1.00 (check or money 
order). 


National Guard 


RECEIVES MEDAL 


Colonel Archibald Laird, MC, Pa. NG, 
was recently presented the Pennsylvania 
Twenty Year Service Medal at the Ninth 
Annual Organization Day dinner of the 83d 


Mary Darrin{ 
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Medical Group which was held in Wellsboro, 
Pa. The presentation was made by Colonel 
Richard Snyder, Deputy Adjutant General) 
of Pennsylvania. 

Brigadier General Victor D. Washburn, 
Delaware National Guard, retired, was the 
speaker at the dinner. He has been a member 
of the Association of Military Surgeons for 
over thirty years. Colonel Laird has been a 
member of the Association since 1937. 


Miscellaneous 


VIRUSES “GLOW” 


The development of a new method which, 
enables medical workers to diagnose more 
quickly such infectious virus diseases as 
influenza, measles, mumps and chicken pox 
has won the Kimble Methodology Research 
Award for Dr. Albert H. Coons, Harvard 
Medical School. 

The method used is the tagging of the anti- 
bodies with a fluorescent dye so that they will 
glow under ultra-violet light. To find a cell 
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infected with a virus, serum containing 
tagged antibodies of the disease is put on a 
piece of tissue. The antibodies will adhere 
only to the specific virus. The presence of the 
specific virus is not only detected but accu- 
rately located within the cell. 


AIR-BORNE BACTERIA 


Dr. Carl W. Walter, Associate Clinical 
Professor of Surgery at the Harvard Medi- 
cal School and Surgeon at the Peter Bent 
Brigham Hospital, Boston, labeled the naso- 
pharynx, the floor, the laundry, and air con- 
ditioners as “four great multiplying cycles” in 
the spread of air-borne bacteria which can 
turn hospitals into “contagious institutions.” 

These points were brought out in the first 
lecture in the second year of a series of Bec- 
ton, Dickinson Lectures at Seton Hall Col- 
lege of Medicine and Dentistry, Jersey City, 
N.J. 

Turning to the “chief carrier problem,” 
Dr. Walter said, “the diseased nasopharynx 
is very hazardous, because when the respira- 
tory tract is inflamed, the staphylococci grow 
as secondary invaders and multiply 3,000% 
to 4,000%. The increased discharge from 
the nasopharnyx soils hands, skin, handker- 
chiefs, clothing and environment. The car- 
rier thus becomes a multiplier and an active 
spreader. This is the carrier that should be 
banned from the clinical situation.” 


ULTRASONIC INSTITUTE OFFICERS 


The American Institute of Ultrasonics in 
Medicine at a recent meeting in Philadelphia 
elected Jerome Gersten, M.D., of Denver, 
president, and John H. Aldes, M.D., Los 
Angeles, secretary-treasurer. On the Execu- 
tive Board is Lt. Colonel John H. Kuitert, 
MC, USA, now stationed in Ottawa, Canada. 
He is a member of our Association. 

The secretary may be contacted at ‘the 
Cedars of Lebanon Hospital, 4833 Fountain 
Ave., Los Angeles 29, California. 


GORGAS MEMORIAL INSTITUTE 


The Gorgas Memorial Institute of Tropi- 
cal and Preventive Medicine with Executive 
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Offices at 1835 Eye St., Washington 6, D.C., 
held its annual meeting on October 22 at the 
Pan American Union. 

The laboratory of the Institute located in 
Panama City, Panama marked up its thirtieth 
year of operation in the research in tropical 
and preventive medicine in the American 
tropics. 

At the meeting the incumbent officers of 
the Institute were re-elected for another year, 
as follows: 

President emeritus—Colonel Joseph F. 

Siler 
President—Dr. Walter A. Bloedorn 
Vice-president and general counsel—Mr. 
Maurice H. Thatcher 

Secretary—Dr. Louis L. Williams 

Treasurer—Mr. Hulbert T. Bisselle 

Assistant treasurer—Mr. Donald A. Mc- 

Cormack. 


FOOD AND DRUG ASSIGNMENT 


Dr. Paul L. Day, biochemist of the Uni- 
versity of Arkansas School of Medicine, has 
been appointed to the new position of Scien- 
tific Director of the U. S. Food and Drug 
Administration. 

His assignment will be to work as the staff 
arm of the Commissioner, George P. Lar- 
rick, in the formulation of broad scientific 
policy, and to work directly with FDA scien- 
tists in the designing of experimental pro- 
grams to achieve the objectives of the Ad- 
ministration. 


REPRESENTS ASSOCIATION 


Colonel Roland I. Pritikin, MC, U. S. 
Army, Reserve, an ophthalmologist of Rock- 
ford, Illinois, represented our Association at 
the 18th International Congress of Ophthal- 
mology held at Brussels, Belgium, last Octo- 
ber. 


RETIRED 


Brigadier S. G. U. Shier, who was Direc- 
tor General of Medical Services, Royal Ca- 
nadian Army Medical Corps, was honored 
at a dinner held at the Army Headquarters 
Officers’ Mess on September 29. He was pre- 
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sented with an inscribed silver tray from the 
officers of the Royal Canadian Army Medical 
Corps. 

Brigadier Pierre Trembley succeeded 
Brigadier Shier as Director General of Medi- 
cal Services. 


CIVIL AIR SURGEON 


The position of Civil Air Surgeon for the 
newly created Federal Aviation Agency will 
give the holder a salary of $19,500. The Ad- 
ministrator of the Agency is General Elwood 
R. Quesada, U. S. Air Force, retired. 


ANTIBIOTICS 


More than 2.5 million pounds of antibi- 
otics are produced each year in the United 
States. This was brought out by Dr. Henry 
Welch, chairman of the recent three-day 
symposium on antibiotics held in Washing- 
ton, D.C. 


DECREASE IN BIRTH RATE 


It is estimated that there will be 50,000 
less births for the year 1958 than for last 
year. But don’t worry, with the war time 
births we can expect an increase in marriages 
in the next few years and the birth rate will 
be up again. 

The population of the United States at 
the end of August was 175 million and by 
1972 is expected to be 200 million. 


LIFE EXPECTANCY 


In the United States life expectancy at 
birth is 69.6 years according to the Statis- 
tical Bulletin of the Metropolitan Life In- 
surance Company. In 50 years twenty years 
has been added to the span of life for our 
people. 


PROBLEMS OF AGING 


As we are increasing the numbers of per- 
sons in the age bracket of 60 and above our 
problems for the care of this group are like- 
wise increasing. Productive years have not 
ended in a vast majority of the cases but in- 
dustry interest in this age group naturally 
decreases, 
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We must find some way to prepare the 
American for this period of life. A person’s 
interest will have to be aroused many years 
before he actually approaches the day when 
he is no longer wanted for the fast pace of 
the business world. 


INDUSTRIAL HEALTH 

Industrial physicians are becoming con- 
cerned about the large group of Americans 
who hold down more than one job to make 
ends meet. The “moonlighter,” they say, is 
subject to more heart strain than workers 
putting in an equal number of hours in over- 
time on a single job. The tension created by 
having more than one place of employment, 
two bosses to please and several routines to 
keep in mind are taking a heavy toll of work- 
ers’ health Advertiser's Digest. 


EDUCATION 

To critics who have said that our schools 
are stressing quantity rather than quality, I 
wish to point out that with about 6% of the 
world’s population, the United States has 
trained 21.6% of the winners in the 57-year 
history of the Nobel Prize awards.—Dr. Ly- 
man V. Ginger, president, National Educa- 
tion Association. 


OBESITY 

An interesting ceremony took place in 
1778 at West Point. A group of American 
army officers were weighed and their weights 
recorded. General Washington tipped the 
scales at 209 pounds; of the 11 officers pres- 
ent at the time only three weighed less than 
200 pounds.—Quote 


FOREIGN MEDICAL GRADUATES EXAMINATION 

Two American medical qualification exam- 
inations will be held in 1959 (Feb. 17 and 
Sept. 22) for foreign medical graduates. For 
further information write to: Educational 
Council for Foreign Medical Graduates, 1710 
Orrington Ave., Evanston, IIl. 


COURSE AVAILABLE 
Summer School of Alcohol Studies, 17th 
Annual Session will be held at Yale Univer- 
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sity June 28-July 23, 1959. Further informa- 
tion may be obtained by writing to: Registrar, 
52 Hillhouse Ave., Yale Station, New Haven, 


Conn. 
MEETING 


The American College of Chest Physicians 
will hold its Silver Anniversary in Atlantic 


City, N.J., June 3-7, 1959. For further in- | 


formation address the Secretary at 112 East 
Chestnut St., Chicago 11, IIl. 
CONFERENCE 

The Second World Conference on Medical 
Education under the auspices of The World 
Medical Association will be held at the 
Palmer House, Chicago, IIl., Aug. 30-Sept. 4, 
1959. The theme will be “Medicine—A Life- 
long Study.” 

Further information may be obtained by 
writing to the Secretary General, 10 Colum- 
bus Circle, New York 19, N.Y. 


WANTS OLD PHOTOS 


Physicians at the wheels of cars of 1900- 
1910 vintage are wanted on a loan basis by 
the Illinois Medical Journal for the purpose 
of showing the role of doctors in the develop- 
ment of the automobile. 

Photographs should be accompanied by a 
memorandum giving the name and town of 
the physician, whether living or deceased, 
and the make and year of the automobile. 
They should be sent to Mr. John A. Mirt, 
Illinois State Medical Society, 185 North 
Wabash Avenue, Chicago 1, Illinois. 


GADGET AMBULANCE 


Eight berths, 33 red and white lights, a gen- 
erator for x-rays, loud speakers, flood lights, 
recording machine in addition to oxygen, 
first aid kits, and the standard equipment for 
an ambulance are aboard the vehicle used by 
the medical department of the Baway Re- 
finery of Esso Standard Oil Company, Lin- 
den, New Jersey. 

Dr. Thomas F. Nevins, Jr., medical direc- 
tor, was in the military service during World 
War II. The ambulance is his brain child, 
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the result of his experiences in New Guinea 
and Kwajalein. He feels that in disasters 
there is need for more than the usual equip- 
ment on an ambulance for the efficient opera- 
tion of the medical service. 


BOOKLETS AVAILABLE 


The Worry-Go-Round (for men) and 
Needlepoints (for women) are booklets of 
cartoons and sound advice for those that are 
experiencing tensions. If you want to see 
what these are like address Henry B. Rol- 
lins, M.D., Medical Director, The Connecti- 
cut Mutual Life Insurance Co., Hartford, 
Conn., and copies will be sent you at no cost. 


MORE MONEY FOR TREASURY 


The simple life rather than luxurious liv- 
ing, thereby creating more money for the 
French Treasury, was advocated by Etienne 
De Silhouette (1709-1767), controller-gen- 
eral of France. The word “silhoutte” became 
a popular term for a figure reduced to its 
simplest form. 


AMERICAN GOAL 


“The true goal of the American way of 
life is the creation of a self-reliant, individ- 
ually responsible, self-disciplined, well-edu- 
cated, and spiritually-oriented people.” — 
Walter Hoving, “What Is the American 
Goal ?” —Guide posts. 


TIME AND SPACE 


It is estimated it will cost $3 billion to 
send a man to the moon. Reckon we ought to 
dig up that old war slogan: “Is this trip nec- 
essary ?”—P-K Sideliner, Peter Kuntz Co. 


TRACKING NUCLEAR CLOUDS 


Spotting and tracking of nuclear clouds 
with a relative degree of accuracy by means 
of radar may now be possible. Tests made by 
the U. S. Army Signal Corps show that the 
Army’s advanced weather radar systems, 
ordinarily used to detect storms and aid in 
forecasts, may also help to warn soldiers and 
civilians of probable areas of radioactive fall- 
out from nuclear explosions. 
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REPORTS AVAILABLE 


Thermoelectric Measurement of Cerebral 
Blood Flow (PB 131833). Price 50¢ 
The Physiological Basis For Various Con- 
stituents in Survival Rations (PB 
131709). Price 75¢ 

Nuclear Safety Guide, Price $1 

Isotopes: ‘A Bibliography of U. S. Re- 
search and Application (TID-3076). 
Price $2.25 

Effects of Elevated Temperatures on Per- 
formance of a Complex Mental Test 
(PB 131666). Price 50¢ 


An Estimation of Exposure to Carbon ' 


Monoxide by Breath Analysis (PB 
131828). Price 50¢ 
Postmortem Carbon Monoxide Analysis: 
Significance of Tissue Blood Content 
(PB 131725). Price 50¢ 
A Study of Muscle Forces and Fatigue 
(PB 131722). Price’ $1.50 
Above are available from the Office of 
Technical Services, U. S. Department of 
Commerce, Washington 25, D.C. 


DICTIONARY 


Russian-English Biological and Medical 
Dictionary. 1st Ed, By Dr. Eugene A. Carpo- 
vich. Technical Dictionaries Co., New York. 
Price $12.00 


This dictionary, just published, contains . 


about about 35,000 Russian entries in Biol- 
ogy and Medicine with their English mean- 
ing. The book is well printed, very readable, 
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and on good paper with a cloth cover. Trans- 
lators of Russian medical and biological writ- 
ings to the English language will find the 
dictionary extremely useful. 


STEREOSCOPIC ANATOMY 

The Thorax is the fourth section of A 
Stereoscopic Atlas of Human Anatomy 
which is in full color and three dimensions. 
(16 mm.) The Central Nervous System 
(Section I), Head and Neck (Section II), 
and Upper Extremity (Section III) have 
previously appeared. 

The high quality of work evidenced in 
previous sections is continued in Section IV, 
The Thorax. 

With the Sawyer VIEWMASTER and 
these sections a physician can revisit the dis- 
secting room time and time again and refresh 
his memory quickly on this complicated ma- 
chine—MAN. 


PROMOTED 


The following officers have been promoted 
to the rank indicated by italics: 

Major General James S. Cathroe, USAF 
(DC), Assistant for Dental Services in the 
Office of the Surgeon General, U. S. Air 
Force. 

Brigadier General Richard L. Bohannon, 
USAF(MC), Surgeon, Fifth Air Force, 
Fuchi, Japan. 

Brigadier General James G. Moore, USAF 
(MC), Surgeon Air Training Command, 
Randolph Air Force Base, Texas. 
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AWARDS 


Presented at Honors Night Dinner, 65th Annual Convention, Statler 
Hilton Hotel, Washington, D.C., November 19, 1958 


Lr. Cot. Cart W. Hucues, MC, USA 


WELLCOME AWARD 


The Sir Henry Wellcome Medal and Prize 
is awarded annually through the Association 
of Military Surgeons of the United States by 
the Trustees of the Wellcome Foundation in 
London for the best essay on a military medi- 
cal subject. The award consists of a Silver 
Medal, a scroll, and an honorarium of $500. 
The winner of the 1958 award is Lieutenant 
Colonel Carl W. Hughes, Medical Corps, 
U.S. Army, Assistant Chief, Department of 
Surgery, and Chief of General Surgery 
Service, Tripler U. S. Army Hospital. The 
title of his winning essay is: “Vascular Sur- 
gery in the Armed Forces.” This essay will 
be published in the January 1959 issue of 
MEDICINE. 

Lt. Colonel Hughes is a native of Emi- 
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nence, Mo. He received his medical degree 
from the University of Tennessee College of 
Medicine in 1944. In 1946 he was called to 
active duty with the Army. He served as a 
Resident in Surgery at Walter Reed Army 
Hospital from 1949 to 1952. He was Vascu- 
lar Surgical Consultant to the Eighth U. S. 
Army and a member of the Surgical Re- 
search Team of the Army in Korea. 

He is author and co-author of 40 pub- 
lications primarily on trauma, acute vas- 
cular injuries, traumatic arteriovenous fistu- 
las and aneurysms and portal hypertension. 

HONORABLE MENTION in the con- 
test for the Sir Henry Wellcome Medal and 
Prize was given to Captain C. Davis Belcher, 
MC, USNR, Assistant Chief of Surgery at 
the Veterans Administration Hospital, Wil- 
mington, Delaware. His essay is entitled: 
“Man Must Breathe.” This will be published 
in the February 1959 issue of MILITARY 
MEDICINE. 


Capt. C. Davis BELCHER, MC, USNR 
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THE GORGAS MEDAL 


The Gorgas Medal is awarded for distin- 
guished work in preventive medicine for our 
Armed Forces. The award was established 
by Wyeth Laboratories of Philadelphia in 
memory of Major General William Craw- 
ford Gorgas whose work in preventive medi- 
cine made possible the construction of the 
Panama Canal. This award consists of a Sil- 
ver Medal, a scroll, and an honorarium of 
$500. 

The winner of the 1958 Gorgas Medal is 
Lieutenant Commander John H. Ebersole, 
Medical Corps, U. S. Navy, Medical Officer 
of the nuclear-powered submarine USS Sea- 
wolf. The award was given for outstanding 
work in the field of radiobiology in connec- 
tion with the U. S. Navy’s submarine pro- 
gram. As the first physician trained by the 
Navy for duty with a nuclear-powered sub- 
marine, he organized the medical depart- 
ments of the first two nuclear-powered sub- 
marines, USS Nautilus and USS Seawolf, 
and has shown that men may work, eat, and 
sleep in continuous proximity to a properly 
designed nuclear reactor for extended pe- 
riods of time. 


Official U. S. Nevy Photo 
LCopr Joun H. Epersote, MC, USN 
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Doctor Ebersole is a native of Sterling, 
Illinois and is a graduate of the Indiana Uni- 
versity School of Medicine (1948). He has 
completed a course in Radiation Medicine at 
Duke University, and special work at Oak 
Ridge National Laboratory. He has at- 
tended the U. S. Navy’s Deep Sea Diving 
School and has the designation of Submarine 
Medical Officer. 


THE MAJOR LOUIS LIVINGSTON 
SEAMAN PRIZE 


This prize is made possible through funds 
left for that purpose with the Associa- 
tion of Military Surgeons of the United 
States by Major Louis Livingston Seaman, 
Surgeon of the First U. S. Volunteers. The 
prize is given for some notable article pub- 
lished in Miciraky Mepicine during the 
year, and consists of a scroll and an hon- 
orarium of $160. 

The winner of the 1958 prize is Colonel 
Rollin L. Bauchspies, Medical Corps, U. S. 
Army, Commanding Officer of the U. S. 
Army Hospital, Neubrucke, Germany. His 
series of six articles entitled “The Coura- 
geous Medics of Anzio” was published in 
Mivirary Volume 122, 1958. 

Colonel Bauchspies is a native of Pennsyl- 
vania and a graduate of the University of 
Pennsylvania School of Medicine (1928). 
He entered the Army Medical Corps after 
graduation and has served continuously since. 
During World War II he was with the 
troops that made the landing in Africa on 
D-Day, November 8, 1942 at which time he 
was Commanding the 38th Evacuation Hos- 
pital. He established the first American Hos- 
pital in the Mediterranean Theater of Opera- 
tions at St. Cloud, Algeria, on November 11, 
1942. He was assigned as Surgeon of the VI 
U. S. Army Corps at Anzio on February 10, 
1944 to succeed Colonel Jarret B. Huddles- 
ton who had been killed in action. In August 
1944, he participated in the third D-day ac- 
tion when American troops landed in South- 
ern France. 

During the Korean Conflict Colonel 
Bauchspies served as Surgeon of the First 
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Cot. Rottin L. Baucuspires, MC, USA 


Army Corps in Korea, as Surgeon, Head- 
quarters Korean. Communication Zone. In 
1954, he became Deputy Chief Surgeon, 
Headquarters, Army Forces Far East. 
After a tour of duty in the United States he 
was transferred to his present command in 


July 1957. 
THE STITT AWARD 


This award is given to a member of one of 
the Federal Medical Services who has done 
some outstanding work in the field of anti- 
biotics. The award was established in 1954 
through the courtesy of Pfizer Laboratories, 
Division of Charles Pfizer and Company, 
Inc., Brooklyn, New York, and consists of 
life membership in the Association of Mili- 
tary Surgeons of the United States, a bronze 
plaque, and on honorarium of $500. 

The winner of the 1958 award is Captain 
George L. Calvy, Medical Corps, U. S. Navy, 
Chief of Medicine at the U. S. Naval Hospi- 
tal, St. Albans, New York, for his clinical 
research in the field of antibiotics in combat- 
ing staphlyococcic pneumonia. Doctor Calvy 
is a native of Fond du Lac, Wisconsin, and 
a graduate of the Washington University 
School of Medicine, St. Louis, Mo. (1937). 


Official U. S. Navy Photo 


Capt. Georce L. Catvy, MC, USN 


A specialist in Internal Medicine, he was 
made Coordinator of Primaquine Anti-Ma- 
laria Program in the Western Pacific Area 
(Korea-Japan) from 1952-54. He is author 
of 25 professional papers on various sub- 
jects in internal medicine. 


THE McLESTER AWARD 


This award was established in 1954 by the 
J. B. Roerig Company Division, Charles 
Pfizer and Company, Inc., Brooklyn, New 
York, to honor the memory of Colonel 
James Somerville McLester, MC, USAR, 
Birmingham, Alabama. The award is pre- 
sented to the person who is, or has been, at 
any time a commissioned officer, or of rela- 
tive status, in the Federal Medical Services, 
and who has done some outstanding work in 
the field of Nutrition and Dietetics. The 
award consists of a bronze plaque and an 
honorarium of $500. 

The winner of the 1958 award was Colo- 
nel William H. Lawton, USAF (MC), Re- 
tired, who resided at 3301 North Indian 
River Drive, Fort Pierce, Florida. Colonel 
Lawton died Nov. 6, 1958. 

Doctor Lawton was a native of Garnett, 
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Official U. S. Air Force Photo 


Cot. Witt1AM H, Lawton, USAF (MC), REt. 
(Died Nov. 6, 1958) 


South Carolina. He was a graduate of Clem- 
son College, S.C. (B.S. in electrical engi- 
neering, 1918), and of the George Washing- 
ton University School of Medicine (1927). 


A. B. C. Knupson, M.D. 


He served with the U. S. Navy during World 
War I. After receiving his medical degree he 
was commissioned in the Medical Corps of 
the Army and served with that branch of 
service until July 1949 when he was trans- 
ferred to the U. S. Air Force Medical Serv- 
ice. He was retired for physical reasons in 
December 1957. 

His meritorious work in the field of nutri- 
tion and dietetics took place while he was 
Surgeon, USAF Training Command, Waco, 
Texas. The indoctrination of the pilots and 
their families by Doctor Lawton who showed 
the value of proper diets resulted in a 
marked reduction of accidents due to pilot 
error. 


THE FOUNDERS MEDAL 


The Founders Medal is awarded by the 
Executive Council of the Association of 
Military Surgeons of the United States to 
members of the Association for meritorious 
service in the field of military medicine and 
for some notable work done for the Associa- 
tion, 

The recipients of this medal and the scroll 
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which accompanies the medal are: 

A. B. C. Knudson, M.D., Director, Physi- 
cal Medicine and Rehabilitation Service, Vet- 
erans Administration, Washington, D.C. He 
was General Chairman of the 65th Annual 
Convention of our Association this year. 

W. Edward Chamberlain, M.D., Special 
Assistant to the Chief Medical Director for 
Atomic Medicine, Veterans Administration, 
Washington, D.C. He was Chairman of the 
Scientific Program Committee of the 65th 
Annual Convention of our Association this 
year. 

Colonel George B. Green, USAF (MC), 
Office the Surgeon General, U. S. Air Force, 
Washington, D.C. As Chairman of the Inter- 
national Delegates Committee for several 
years he has rendered outstanding service to 
our Association. 

Med. Dir. Byron J. Olson, USPHS, Of- 
fice of the Surgeon General, U. S. Public 
Health Service. As Chairman of the Pro- 
fessional Activities Committee which: ar- 
ranges for the post-convention events for the 
international delegates, he has in that capac- 


Official U. S. Air Force Photo 
Cot. Grorce B. GREEN, USAF (MC) 


ity for the past several years rendered out- 
standing service to the Association. 


THE SUSTAINING MEMBERSHIP 
AWARD 


A recommendation of a committee from 


D, M.D. 


476 Military Medicine—December, 1958 
tk 
i 
| 
j 


Photo 


rom 


Awards 


the Sustaining Members of our Association 
was made to the Executive Council after the 
64th Annual Convention that there be estab- 
lished an award in the name of the Sustain- 
ing Members. At the March 1958 meeting of 
the Executive Council the recommendation 
was approved and the SUSTAINING 
MEMBERSHIP AWARD was established. 
The award consists of a scroll and an hon- 
orarium of $500 and is to be given to any 
person in the Federal Medical Services who 
has made some outstanding contribution in 
the field of research. 

The 1958 award which is the first to be 
presented was given to Ralph D. Lillie, M.D., 
Chief, Laboratory of Pathology and Histo- 
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chemistry, National Institutes of Health, 
Bethesda, Maryland. 

The citation on the scroll reads: “In recog- 
nition of his many contributions to medicine 
through his work in experimental pathology 
over a period of thirty-seven years with the 
United States Public Health Service. He is 
author or joint author of monographs on 
experimental vaccinia, o-cresyl phosphate 
toxicology, psittacosis, tularemia, selenium 
toxicology, Rocky Mountain spotted fever, 
lymphocytic choric meningitis, and other sci- 
entific papers numbering over 200 in the field 
of experimental pathology of infectious and 
dietary diseases and poisoning and of histo- 
chemistry.” 
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OBITUARIES 


Brig. Gen. Rawley E. 
Chambers, U. S. Army, 
Ret. 


Rawley E. Chambers, Brigadier General, 
_MC, USA, Ret. (April 1955), died Novem- 
ber 14 at Fort Sam Houston, Texas. 

A native of Lakeview, Ohio, he received 
his medical degree from Ohio State Univer- 
sity in 1926 and entered the military service 
in August of that year. 

He served in the European Theater of 
Operations during World War II, and after 
the war became Chief of the Neuropsychi- 
atric Service at Fitzsimons Army Hospital. 
At the time of his retirement he was Chief of 
the Professional Division in the Office of the 
Surgeon General of the Army. 

General Chambers is survived by his wife, 
a son and a daughter. 

Interment was at Fort Sam Houston, 


Texas. 


Brig. Gen. Henry C. 
Coburn, Jr., U. S. Army, 
Ret. 


Henry Clay Coburn, Jr., Medical Corps, 
U. S. Army, retired, died at his home in 
Haddonfield, New Jersey, October 22, at the 
age of 79. 

A native of Washington, D.C., General 
Coburn received his medical degree from the 
former Columbian College in the District of 
Columbia in 1903. He practiced medicine for 
several years before entering the Army Med- 
ical Corps in 1908. 

During World War I he organized Base 
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Hospital 17 at Detroit and took it to Dijon, 
France. Later he became surgeon of Base 
Section 2, Bordeaux, and for his services to 
France was made a Chevalier in the Legion 
of Honor. He also held the Legion of Merit. 

General Coburn served as chief of medical 
service at Walter Reed General Hospital 
from 1935 to 1939 and before that held sim- 
ilar posts at Fitzsimons General Hospital, 
Denver and the U. S. Army Hospital, Fort 
Sam Houston, Texas (now Brooke Army 
Hospital). From 1939 to 1945 he was sur- 
geon at Fort Bragg, N.C., and after his re- 
tirement in 1946 moved to Haddonfield, N.J. 

He is survived by his wife, Elma S. who 
resides at 274 Kings Highway E., Haddon- 
field, and two daughters. Interment was in 
Arlington National Cemetery. 


Maj. Gen. Stuart G. Smith, 
U. S. Army, Ret. 


Stuart G. Smith, Major General, Medical 
Corps, U. S. Army, Ret., died November 19 
at Fitzsimons Army Hospital. 

General Smith was born in Springfield, III., 
and received his medical degree from Wash- 
ington University, St. Louis, Mo., in 1924, 
and two years later entered on active duty 
with the Army. During World War II, he 
commanded Vaughn General Hospital before 
going to Europe. From 1946 to 1949 he was 
commanding officer of the Armed Services 
Medical Procurement Agency in Brooklyn, 
N.Y. Later he became Chief of the Supply 
Division in the Office of the Surgeon General 
of the Army. 

He is survived by his wife and a son. 

Interment was in Arlington National 
Cemetery. 
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NEW BOOKS 


Books may be ordered through the Association 


Cerebral Vascular Diseases, Irving S. Wright, 
Clark H. Millikan, Grune & Stratton, New York, 
N.Y. Price $4.00. 

Chemistry for Medical Technologists, Charles E. 
Swiverd, The C. V. Mosby Company, St. Louis, 
Mo. Price $10.75. 

Diagnostic Bacteriology, Isabelle G. Schaub, A.B., 
M. Kathleen Foley, M.A., Elvyn G. Scott, M.T. 
(ASCP), W. Robert Bailey, Ph.D. The C. V. 
Mosby Co., St. Louis, Mo. Price $4.75. 

Poisoning, A Guide to Clinical Diagnosis and 
Treatment, W. F. von Oettingen, M.D., Ph.D., 
W. B. Saunders Company, Philadelphia, Pa. 
Price $12.50. 

The Chemical Prevention of Cardiac Necroses, Dr. 
Hans Selye, The Ronald Press Company, New 
York 10, N.Y. Price $7.50. 

Urology in General Practice, Frank Coleman 

Hamm, M.C., M.S., F.A.C.S., Sidney R. Wein- 

berg, M.D., F.A.C.S., J. B. Lippincott Co., Phila- 

delphia, Pa. Price $6.00. 

eredity of the Blood Groups, Alexander S. 

Wiener, A.B., M.D., F.A.C.P., F.C.A.P., Irving 

B. Wexler, A.B., M.D., F.A.C.P., Grune and 

Stratton, Inc., New York, N.Y. Price $6.00. 

Emergency War Surgery, NATO Handbook, U. S. 
Armed Forces Issue of NATO Handbook Pre- 
pared for use by the Medical Services of NATO 


NATIONS, United States Department of De- 
fense, Superintendent of Documents, U. S. Gov- 
ernment Printing Office, Washington 25, D.C. 
Price $2.25. 

The Care of the Geriatric Patient, Edited by E. V. 
Cowdry, Ph.D., Sc.D. (Hon.), The C. V. Mosby 
Company, St. Louis, Mo. Price $8.00. 

Russian-English Biological & Medical Dictionary, 
Dr. Eugene A. Carpovich, Technical Dictionaries 
Co., Box 144, New York 31, N.Y. Price $12.00. 

The Divine Wind, Rikihei Inoguchi, Tadashi Naka- 
jima, Roger Pineau, United States Naval Insti- 
tute, Annapolis, Maryland. Price $4.50. 

The Eye—A Clinical and Basic Science Book, E. 
Howard Bedrossian, M.D., M.Sc. (Med.), 
F.A.C.S., Charles C Thomas, Springfield, IIli- 
nois. Price $11.00. 

Atlas of Technics in Surgery, John L. Madden, 
M.D., F.A.C.S., Appleton-Century- Crofts, Inc., 
New York, N.Y. Price $30.00. 

Psychological Stress, Irving L. Janis, John Wiley 
& Sons, Inc., New York, N.Y. Price $6.95. 

Emotional Problems of Childhood, Edited by 
Samuel Liebman, M.D., J. B. Lippincott Com- 
pany, Philadelphia, Pa. Price $4.00. 

The Birth of Normal Babies, Lyon P. Strean, Ph.D., 
D.D.S., F.A.P.H.A., Twayne Publishers, Inc., 
New York. Price $3.95. 
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BOOK REVIEWS 


UtceraTIvE Coritis. By Harry E. Bacon, B.S., 
M.D., ScD., LL.D., F.A.C.S., F.A.P.S., Profes- 
sor and Head of Department of Proctology, 
Temple University Medical Center. 395 pages, 184 
illustrations. J. B. Lippincott Company, Phila- 
delphia and Montreal. Price $15.00. 


Since 1875 when Wilks and Moxan first described 
the pathology ulcerative colitis associated with a 
group of patients suffering from chronic diarrhea, 
this nonspecific, ulcerative disease of the large 
bowel has defied all attempts to determine its eti- 
ology or methods of cure. Neither the point of 
origin nor the pattern of development of this dis- 
ease is consistent. The process of the disease may 
_ be insidious in onset and gradually subside, or may 
be fulminating and terminate fatally. It is this lack 
of uniformity that makes this disease so difficult 
to manage. 

Based on an experience of over four hundred 
(400) cases under his care in the past sixteen (16) 
years and a careful review of all the available lit- 
erature, the author has approached the problem of 
ulcerative colitis in a forthright and objective man- 
ner and has considered the disease from every 
angle. In so doing he has divided his discussion 
into many parts. Etiology is approached from the 
standpoint of infection, allergy, metabolic factors, 
neurogenic and psychogenic bases, collagen hypoth- 
esis and causes of exacerbation. The pathology 
of the disease is discussed as to its location and the 
changes observed grossly and microscopically. The 
relation of ulcerative colitis to pseudopolyposis and 
carcinoma is described in considerable detail. The 
symptoms associated with the disease and methods 
of diagnosis are presented with a view toward dif- 
ferentiating it from more specific entities. 

Prior to reviewing the various methods of treat- 
ment of this disease he cites the many complica- 
tions which may eventuate from this disease. Treat- 
ment is divided into the nonsurgical and surgical 
approach, He recognizes that approximately sixty 
(60) per cent of patients can be controlled by gen- 
eral medical management, but warns that these 
must be carefully watched for exacerbation of 
their symptoms and recrudescence of their disease. 
He also admits that emotional instability and psy- 
chiatric disturbances may be associated with this 
disease entity, but he insists that the organic aspects 
of chronic ulcerative colitis must be kept in focus. 

The surgical treatment of this disease is divided 
into indications for surgery; ileostomy; vagotomy 
and pelvic neurectomy; and radical surgical pro- 
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cedures including one-stage ileostomy, total colec- 
tomy and proctectomy; and two-stage ileostomy 
and total colectomy. Then the author discusses the 
mortality, morbidity and complications of colec- 
tomy followed by anesthetic management in the 
surgery of ulcerative colitis and finally the preop- 
erative and postoperative treatment of these cases. 

In the author’s series of four hundred and forty 
(440) patients with nonspecific ulcerative colitis, 
colectomy was performed in one hundred and 
eight (108) patients. In forty (40) patients a one- 
stage procedure was done, in thirty-eight (38) 
patients a two-stage procedure was performed, and 
in nine (9) patients a three-stage approach was 
used. On the basis of these statistics the author 
concludes that when surgery is indicated the rec- 
tum should be removed whenever disease is evi- 
dent. When the rectum and sigmoid are free from 
disease a subtotal colectomy with end-to-end anas- 
tomosis of the ileum to the lower sigmoid is indi- 
cated. Invasion of the rectum and colon makes their 
removal imperative. When the latter procedure is 
indicated, a one-stage ileostomy and colectomy is, 
in the hands of the author, the operation of choice. 

This book is the most exhaustive report of the 
subject in the literature. It is extremely well docu- 
mented by statistics and illustrations covering most 
every phase of this perplexing disease. Because of 
its extensive coverage and factual presentation, the 
book is recommended to surgeons, internists, pedia- 
tricians, and in fact all physicians and students of 
medicine who recognize the need for opening up 
still uncharted seas of medical knowledge. 

Cot. DoucLas B. KeNnprick, MC, USA 


BoNE AND By A. Engstrom, R. 
Bjornerstedt, C. J. Clemedson, and A. Nelson, 
Karolinska Institute, Stockholm. 139 pages, illus- 
trated. John Wiley & Sons, Inc., New York. 
Price $8.75. 

Among the numerous radioisotopes contained in 
fallout in nuclear reactors, radiostrontium has been 
of paritcular interest and widely publicized. This 
derives naturally by reason of its abundance, long 
halflife and bone-seeking proclivities. It poses a 
long range hazard and the evaluation of its effects 
is of much more than academic interest. 

This little volume provides a good background 
of basic data and methods for calculating dose rates 
from beta emitters such as Sr”, discusses the 
distribution of mineral salts in bone and the ultra- 
structure of bone tissue. The data on Strontium 
includes, of course, its metabolic features and pref- 
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erential location in the skeleton with ample illus- 
trations. A tabulation of physical and biological 
data of the bone-seeking radioisotopes is included. 
Evaluation in terms of probable future effects on 
the human race is not considered and that is, of 
course, still highly speculative in any event. 
The principal value of the book lies in providing 
valuable basic information and methods with de- 
tailed mathematical approach for those interested 
in research in the field. 
REAR ADMIRAL CHARLES F. BEHRENS, USN, REt. 


MEDICAL JURISPRUDENCE AND ToxicoLocy. 10th Ed. 
By John Glaister, J.P., D.Sc. M.D., F.R.S.E., 
F.R.F.P.S.(Glasg.) ; in collaboration with Edgar 
Bentoul, M.B.E., M.A., LL.B., M.B., Ch.B. Reg- 
ius Professor of Forensic Medicine, University 
of Glasgow, and Lecturer in Forensic Medicine, 
University of Glasgow. 225 illustration, 72 in 
color. 720 pages. The Williams & Wilkins Co., 
Baltimore, exclusive U. S. agents. Price $10.00. 


Every pathologist who performs autopsies will 
benefit from reading this book as will also the 
general practitioner for it is usually the general 
practitioner who first sees the body in cases of 
death from unnatural as well as natural causes. 
And the examination of the body and its surround- 
ings when first discovered is of first importance. 

Since the authors are from Glasgow, Scotland, 
discussions of medical jurisprudence relate to the 
laws of Scotland and England but laws of the 
United States are based on English law and dif- 
ferences are mostly unimportant. 

The first chapter gives a good account of the 
practice of medicine in Great Britain under the 
National Health Services Acts. The second chap- 
ter contains a discussion of medical evidence and 
professional secrecy and privilege. Other chapters 
cover identification; determination of age and sex; 
estimation of the time of death and changes seen 
in death due to various causes such as asphyxia, 
hanging, suffocation, drowning, strangulation, 
starvation, burns and electricity. A chapter is 
devoted to the medico-legal aspects of wounds and 
another describes the examination of blood stains. 
Other subjects include the medico-legal aspects of 
sexual functions, criminal abortions, infanticide, 
rape and other sexual crimes, and insanity. Six of 
the 26 chapters are devoted to poisoning with a 
description of the symptoms, treatment and post- 
mortem appearance. An appendix gives a brief 
description of tests for various poisons. 

‘The book contains frequent illustrative accounts 
of various crimes which make interesting reading 
and it has an easy style. 

Cot. R. Jr., USA, 


OrTHOPEDICS FOR THE GENERAL PRACTITIONER, By 
William E. Kenney, M.D., Orthopedic Surgeon, , 
Truesdale Hospital, Fall River, Mass.; and Car- 
roll B. Larson, M.D., F.A.C.S., Professor of 


Orthopedic Surgery and Chairman of Dep’t. of 
Orthopedic Surgery, State University of Iowa. 
413 pages, illustrated. The C. V. Mosby Com- 
pany, St. Louis. Price $$11.50. 


This book should be very useful for those prac- 
titioners who see orthopaedic cases. That includes a 
larger field than one would at first consider. The 
internist, the pediatrician, the general surgeon and 
of course the general practitioner would all be 
interested in this book. This reviewer also thinks 
that orthopaedic surgeons would enjoy the con- 
cise review. Each orthopaedic situation is carefully 
outlined. The symptoms, diagnoses and treatment 
are given in concise, accurate manner. 

The book is well arranged. Not only are dis- 
abilities of childhood and adult life classified but 
they are also listed according to anatomical loca- 
tion. Arthritis, unusual diseases of the bone, 


.tumors involving the bone are covered adequately. 


This book is highly recommended. 
W. CompereE Basom, M.D., M.S. (Or.) 


PREVENTIVE MEDICINE FOR THE Docror In His 
Community. 2nd Ed. An Epidemiologic Ap- 
proach. By Hugh Rodman Leavell, M.D., Dr. 
P.’ H., Professor of Public Health Practice, 
Head of the Department of Public Health Prac- 
tice, Harvard School of Public Health; and E. 
Gurney Clark, M.D., Dr.P.H., Professor of 
Epidemiology, Head of the Division of Epidemi- 
ology, School of Public Health and Administra- 
tive Medicine of the Faculty of Medicine, Co- 
lumbia University; and Nineteen Contributors. 
689 pages. The Blakiston Division, McGraw-Hill 
Book Co., Inc., New York, Toronto, and London. 
Price $10.00. 

This second edition more aptly titled than the 
first edition (Textbook of Preventive Medicine) 
is a distinct contribution to the rapidly expanding 
knowledge of public health. There is little doubt 
that as preventive medicine and the allied sciences 
of public health expand into the specialty fields, the 
now too frequent submarginal delineations and 
chasms between clinical and public health practice 
will lessen. Regardless of ones specialty, this book 
should bring a closer unity of the disciplines of 
medicine in their relation to private and community 
medical affairs. 

The contents with its epidemiological and 
philosophical approach should be readily acceptable 
to the Armed Forces medical officer, public health 
physician and pediatrician. However, the private 
physician and specialists will find the greatest use 
for this volume. 

The senior authors have achieved excellence in 
coordinating the work of 19 contributors. The 
references have been chosen well and are current. 
This book should open up new doors and vistas in 
the practice of community medicine. 

T. E. Patron, Jr. M.D., M.P.H. 
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PHARMACOLOGY IN MepIcINE. 2nd Ed. 86 con- 
tributors. Edited by Victor A. Drill, Ph.D., M.D., 
Lecturer in Pharmacology, Northwestern Uni- 
versity Medical School. 1243 pages. McGraw- 
Hill Book Company, Inc., New York, Toronto, 
London. Price $19.50. 

Drugs are usually considered to be chemical 
agents which initiate or alter physiologic responses 
of biological systems. Much of the current edition 
is devoted to wider knowledge of biological systems 
in general and to the newer drugs in particular. 
New data on old drugs have been streamlined and 
modernized with current pharmacological philos- 
ophy and practice. Obsolescent agents have been 
de-emphasized or eliminated. 

' The newer drugs are presented in their various 
available forms with emphasis on the effects of 
such agents in and on the body as a whole. The 
mechanism of their actions is spelled out in detail 
and their therapeutic application and contraindica- 
tions emphasized. Equivalent trade names have 
been included in order to avoid confusion. Side 
-effects and toxicity are stressed to mitigate iatro- 
genic disease. 

A whole new section is devoted to the subject of 
“psychopharmacology” which is the study of drugs 
affecting behavior. This chapter describes that 
branch of pharmacology concerned with the psy- 
chologic action of certain drugs in modifying the 
mood of wild animals or disturbed patients, exert- 
ing a taming or calming effect. The discourse per- 
tains to the autopharmacology of brain, psychoto- 
mimetic medicines, psychomotor stimulants and the 
ataractic agents, better known as tranquilizers. This 
part alone is worth the price of the book. 

This tome is written by pharmacologists (as it 
should be) primarily for other pharmacologists (as 
it must be), because no clinician could possibly 
encompass or even grasp the extent of the mental 
discipline, physiological approach and_ technical 
skills required to master the field of modern 
pharmacology. To do so would devour his time and 
interest and demand the sacrifice of his clinical 
pursuits, 

For medical students this book is a top-flight 
text; for physicians, it is a reference book of 
great authority; for the pharmaceutical industry 
(often considered the “arsenal of modern medi- 
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cine”) this collaborative volume will be a bonanza 


in more ways than one. 
Cart. C. C. SHaw, MC, USN 


REHABILITATION OF THE CARDIOVASCULAR PATIENT. 
By Paul Dudley White, M.D., Howard A. Rusk, 
M.D., Philip R. Lee, M.D., and Bryan Williams, 
M.D. 176 pages, illustrated. McGraw-Hill Book 
Company, Inc., New York, Toronto, London. 
Price $7.00. 

This is a timely text devoted to a subject that is 
becoming of increasing importance in current 
medical management. One could hardly choose men 
better qualified to write instructively and authori- 
tatively on this subject than the collaborators of 
this book. 

Preceding the meaty portions of the book is an 
esoteric chapter on historical development of re- 
habilitation with a tribute to faith healing by 
lauding its successes while omitting any mention 
of its failures. The value of restoring and sus- 
taining the ego of cardiovascular patients in bring- 
ing about overcompensation is emphasized. 

Following a brief review of the practical side 
of cardiovascular disease and its contemporary 
significance, a very lengthy chapter is devoted to 
cerebro-vascular disease. Detailed methods of ex- 
amination, recording therapeutic management and 
rehabilitation in all spheres—physical, psychologic, 
economic and social are skillfully presented. All 31 
illustrations in the book are found in this chapter. 

The book concludes with several short chapters 
on rehabilitation as it applies to cardiac disease 
of various etiology. A particularly sensible section 
is written on hypertension and hypertensive heart 
disease. Each chapter is provided with a very ex- 
tensive list of references to current literature. Ap- 
propriate tribute is paid to those industrial physi- 
cians who have made industrial medicine a boon 
to both management and labor and the patients of 
these groups. 

This book, which overrates the value of wearing 
rose-colored glasses, should be of particular value 
and interest to those medical officers serving on 
evaluation and review boards, at industrial estab- 
lishments, internists, generalists, and neuropsychia- 


trists. 
Capt. JULIAN Love, USN, RET. 
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THE 

UBIQUITOUS 
HOSPITAL 
STAPHYLOCOCCUS 


was 
IN VITRO SENSITIVITY OF INFECTIOUS STAPHYLOCOCCI ture 
TO CHLOROMYCETIN AND TO FOUR OTHER MAJOR ANTIBIOTICS* fon: 
FE 
CHLOROMYCETIN 96% “Ty 
ton 
ANTIBIOTIC A 75% 
“M 
hae 
ens 
ANTIBIOTIC B 61% 

ANTIBIOTIC C 50% val 
ANTIBIOTIC BD 39% 
of | 
) 20 40 60 80 100 ose 

*Adapted from Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. Staphylococci studied were strains 
isolated from infections of 28 general hospital patients. op 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in several forms, including Ad 

Kapseals® of 250 mg., bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have 
been associated with its administration, it should not be used indiscriminately or for minor “A 
infections. Furthermore, as with certain other drugs, adequate blood studies should be made hig 
when the patient requires prolonged or intermittent therapy. om 
PARKE, DAViS & COMPANY - DETROIT 32, MICHIGAN T 
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SALICYLATE 


(Brand of carbazochrome salicylate) 


AND 
BLEEDING 


FOR THE CHILD PATIENT BEFORE AND AFTER ADENOIDECTOMY AND TONSILLECTOMY: 


“1. Preoperative medication: For seven days 
before operation Adrenosem, in doses of 1 mg., 
was administered three times a day and a mix- 
ture of benzathine penicillin and triple sul- 
fonamides, in doses of 1 teaspoonful three times 


a day.” 


“On the day of operation, Adrenosem 5 mg. 
hypodermically is administered to minimize 
capillary bleeding.”’? 


FOR ALL PATIENTS BEFORE LARYNGOLOGIC, BRONCHOSCOPIC AND ESOPHAGOLOGIC PROCEDURES: 


“The routine preoperative use of Adrenosem in 
tonsil and adenoid surgery diminishes both the 


bleeding at the time of operation and the ooz- 
ing in the immediate postoperative period.” 


IN UROLOGICAL PROCEDURES: 


““My own method is, after ensuring maximum 


haemostasis, to employ every known means of 


ensuring that clotting shall occur, viz. the use 


of (1) Oxycel, (2) adrenalin with procaine 
locally into prostatic capsule, (3) Adrenosem 
systemically .. 


IN PLASTIC SURGERY: 


“. . . this drug [Adrenosem Salicylate] is a 
valuable aid to plastic surgery in its ability 


to reduce blood loss and provide a clearer 
operative field.”’5 


IN ORAL SURGERY: 


“The difference in the control bleeding time 
and the bleeding time after the administration 
of 10 mg., intramuscularly or orally, of Adren- 
osem Salicylate was statistically significant.’’® 


“No postoperative bleeding was noticed in 
those patients who had received Adrenosem 
Salicylate preoperatively.’’? 


IN PATIENTS WITH BLEEDING DISTURBANCES: 


“Treatment consisted of the administration of 


Adrenosem® Salicylate intramuscularly in 


quantities from 20 to 80 mg. over a period of 
four to eight days before operation.’’§ 


NON-TOXIC, NO CUMULATIVE EFFECT: 


“‘Adrenosem Salicylate is non-toxic and has a 
high index of therapeutic safety. At the rec- 
ommended dosage levels there are no con- 


traindications. It has no cumulative effect. 
Patients treated for more than two years show 


no toxic effects attributable to the drug.’ 
*U.S. Pat. 2581850,2506294 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 


NEW YORK ° 


KANSAS CITY 


SAN FRANCISCO 


Emphasizing the PREOPERATIVE use of 


effective 


virtually every 
operative procedure 


TO CONTROL OOZING AND BLEEDING 


drenosem 


SALICYLATE 


(Brand of -carbazochrome salicylate) 


The photographs to the left show the same 
rhinoplastic procedure on two patients— 
one untreated, one treated with 
Adrenosem. 

Adrenosem is supplied: Ampuls, 1 cc., 5 mg.; 
Tablets, 1 and 2.5 mg.; Syrup, each 5 cc., 2.5 mg. 
Potency of all dosage forms stated in terms of 
the active ingredient, adrenochrome monosemi- 
carbazone. 

Write for literature describing the action and uses 
of Adrenosem Salicylate. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE « NEW YORK e KANSAS CITY « SAN FRANCISCO 


CASE #2 TREATED WITH ADRENOSEM 


1. Orzac, E.: Medical Care of the Child Patient Before and After Ade- 
noidectomy and Tonsillectomy, N.Y. State J. Med. 56:886 (Mar., 1956). 
2. Ersner, M.S. and Lerner, S.S.: M. Clin. North America 40:1749 
(Nov., 1956). 

3. Peele, J.C.: Adrenosem in the Control of Hemorrhage from the 
Nose and Throat, A.M.A. Arch. of Otolaryng. 61:450 (Apr., 1955). 
4. Dennehy, P.J.: The Care of the Prostatic Cavity, South African 
Med. 30:21 (Apr., 1956) 

5. Brown, W.S.: The Use of Adrenosem Salicylate to Control Post- 
operative Bleeding in Plastic Surgery: Dermabrasion, Northwest Med. 
57:470 (Apr., 1958) 


6. Perkins, R.E.L.: A Clinical Investigation of Adrenochrome Mont 
semicarbazone Sodium Salicylate, Oral Surg., Oral Med., Oral Path 
10:230 (Mar., 1957). 

7. Brode, A.B. and Chianese, T.C.: A Clinical Evaluation of Adrenoses 
Salicylate. Ann. of Dentistry 15:56 (Sept. 1956). 

8. Zubieta C.B. and Esc , R.B.: Ad for the Preventitt 
of Bleeding in Tonsillectomy, Am. Pract. 3:385 (Mar., 1957). 

9. Riddle, A.C., Jr.: Adrenosem Salicylate: A Systemic Hemostat, On! 
Surg., Oral Med., Oral Path. 6:617 (June, 1955). 
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TRICOF RON 
destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nifuroxime, 

the established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus. vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.875% and FUROXONE 0.25% in a water-miscible base). 


NITROFURANS-—a new class of antimicrobials—neither antibiotics nor sulfonamides. all I 
EATON LABORATORIES, NORWICH, NEW YORK 
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THORAZINE* 


Clinical uses— 


severe pain 

mental and emotional disturbances 

alcoholism 

hospitalized psychiatric patients 

nausea and vomiting 

obstetrics and surgery 

behavior disturbances in children 

intractable hiccups 

status asthmaticus and severe asthma 

neurodermatitis and severe itching 

drug addiction—symptoms after 
withdrawal 


Smith Kline & French 
Laboratories, Philadelphia 


*T.M. Reg. ULS. Pat. Off. 


Chlorpromazine hydrochloride, 


S.K.F. (‘Thorazine’), is a standardized _ 


product with the Army, Navy 
and Air Force. It is available as: 


1. F.S.N. 6505-597-5843 Ampuls 50 mg. 
{2 cc.), boxes of 6. 

2. F.S.N. 6505-597-5844 Tablets 25 mg., 
bottles of 50. 

3. F.S.N. 6505-527-2056 Tablets 100 mg., 
bottles of 500. 


Other forms of ‘Thorazine’ available 
on Federal Supply Schedule, 
contract GS-OOS- 16159: 


Tablets—10 mg., 50 mg. and 200 mg. 
Ampuls—25 mg. (1 cc.) 
Multiple dose vials—10 cc. (25 mg./cc.) 
Syrup—10 mg. per tsp. (5 cc.) 
Concentrate—30 mg. per cc. : 
Suppositories—25 mg. and 100 mg. 
Spansule* sustained release capsules—30 mg., 
75 mg., 150 mg. and 200 mg. 
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for the hospitalized tuberculous patient 


PYRAZINAMIDE 


PYRAZINOIC ACID AMIDE 


e For the patient before surgery: dramatic, potentially lifesaving tubercu- 
lostasis, to protect against spread of infection. 

e For extrapulmonary lesions: draining sinuses, mucosal lesions, and lym- 
phadenopathy—remarkable, rapid improvement or healing. 

e For relatively far-advanced fibrotic lesions: partial clearing—in a larger 
percentage when acute, infiltrative—in a smaller percentage when chronic. 


When the patient fails to respond to other chemotherapy: much short-term 
improvement. Fever, cough, and quantity of sputum are reduced and the pa- 
tient gains weight, enjoys increased appetite and a sense of well-being. The 
antituberculotic effect is enhanced when combined with other drugs. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


er 


A- 


A. 


@ Kills by contact a wide variety of 
microorganisms such as Bacteria (in- 
cluding tubercule bacillus), Viruses, 
Fungi, Protozoa, e Effective against 
certain important organisms resist- 
ant to topical antibiotics « Will not 
lead to the development of resistant 
strains e Effective even in the pres- 
ence of blood, pus or other or- 
ganic matter e Color can be washed 
off with water. 


Available: Betadine Antiseptic in 
8 oz. and 16 oz. bottles. Betadine 
Aerosol in 3 oz. bottles. 


Samples and literature upon request. 


_.YET. VIRTUALLY 
NONIRRITATING 
TO SKIN AND MUCOSA 


TAILBY-NASON COMPANY, INC. 
DOVER, DELAWARE 
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References: 

1. Boland, E. W.: California Med. 
88:417 (June) 1958. 2. Bunim, J. J., et 
al.: Arthr. & Rheum. 1:313 (Aug.) 1958 
3. Boland, E. W., and Headley, N. E.: 
Paper read before the Am. Rheum. 
Assoc., June 21, 1958, San Francisco, 
Calif. 4. Bunim, J. J., et al.: Paper read 
before the Am. Rheum. Assoc., 

June 21, 1958, San Francisco, Calif. 


in anti-inflammatory potency 


DECADRON “‘possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced,’’' and is 

“the most potent steroid thus far synthesized.’’? Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more 

potent than prednisone; 28 times more potent than 
hydrocortisone; and 35 times more potent than cortisone. 


in dosage reduction 


Thanks to this unprecedented potency, DECADRON is 
“highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.’’> In a number of cases, doses as 

low as 0.5-0.8 mg. proved sufficient for daily maintenance. 
The average maintenance dosage in rheumatoid arthritis 

is about 1.5 mg. daily. 


in elimination and reduction of side effects 


Virtual absence of diabetogenic activity, edema, sodium or 
water retention, hypertension, or psychic reactions has been 
noted with DECADRON.".?.5,4 Other ‘‘classical’”’ reactions 

were less frequent and less severe. DECADRON showed no 
increase in ulcerogenic potential, and digestive complaints were 
rare. Nor have there been any new or “peculiar” side effects, 
such as muscle wasting, leg cramps, weakness, depression, 
anorexia, weight loss, headache, dizziness, tachycardia, or 
erythema. Thus DECADRON introduces a new order of 
magnitude in safety, unprecedented in corticosteroid therapy. 


in therapeutic effectiveness 

With DECADRON, investigators note ‘‘a decided intensification 

of the anti-inflammatory activity’’* and antirheumatic potency.* 
Clinically, this was manifested by a higher degree of improvement 
in many patients previously treated with prednisteroids,* 

and by achievement of satisfactory control in an impressive 
number of recalcitrant cases.*.* 


in therapeutic range 
More patients can be treated more effectively with DECADRON. 
Its higher anti-inflammatory potency frequently brings 


relief to cases resistant to other steroids. Virtual freedom 


from diabetogenic effect in therapeutic dosage permits 
treatment of many diabetics without an increase in insulin 
requirements. Absence of hypertension and of sodium and 

fluid retention allows effective therapy of many patients 

with cardiovascular disorders. Reduction in the incidence and 
severity of many side effects extends the benefits of 

therapy to numerous patients who could not tolerate other 
steroids. And a healthy sense of well-being, reported by nearly 
all patients on DECADRON, assures greater patient cooperation. 


y To treat more patients more effectively 
saat in all allergic and inflammatory disorders 
amenable to corticosteroid therapy | 


DOSAGE AND ADMINISTRATION 
With proper adjustment of 
dosage, treatment may ordinarily 
be changed over to DECADRON 
from any other corticosteroid 

all on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of Decadron (dexamethasone) replaces: 


one 4 mg. one 5 mg. one 20 mg. one 25 mg. 
tablet of tablet of tablet of tablet of 
thylprednisolo ednisolon 
methylpredn' ne or predni or : 
triamcinolone prednisone hydrocortisone cortisone 
were 
SUPPLIED: 
As 0.75 mg. scored pentagon- 
shaped tablets; also as 0.5 mg. 
tablets, to provide maximal 
individualized flexibility of 
dosage adjustment. 
n 
nent 
N. 


Detailed literature on DECADRON is available to physicians on request. 
y * DECADRON is a trademark of Merck & Co., Inc. 
le ©1958 Merck & Co., Inc. 
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a new order of magnitude in corticosteroid therapy! 


The great corticosteroid era opened ten years ago with the introduction of Cortone® (Cortisone). Today, 
MERCK SHARP & DOHME proudly presents the crowning achievement of the first corticosteroid decade— 
DECADRON (dexamethasone) —a new and unique compound, which brings a new order of magnitude to cortica- 
steroid therapy. 
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better way 
control vomiting 


perphenazine 


documented effectiveness and safety in 
gastroenteritis 
acute infections 
drug-induced vomiting 
pre- or postoperative emesis 
morning sickness 
hyperemesis gravidarum 
radiation sickness 


mRILAFON® REPETABS,® 8 mg.—4 mg. 


ithe outer layer for prompt effect carcinomatosis 
ind 4 mg. in the inner core for : ses 
sychogenic vomitin 
olonged action. 
when oral therapy is not feasible 


mpul of 1 cc. 


TRILAFON Injection 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY he 


TR-J-31118 


py! 
Today, 
sade 
ortica- 
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‘thank you, doctor” 


OSA-TETRACYN 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


* 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. 5 cc.) , 2 oz. bottle calibrated dropper, 10 cc. bottle 


Proven in research 


1. Highest tetracycline serum levels 
2. Most consistently elevated serum levels 
3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


m4. More rapid clinical response 
Unexcelled toleration 


COSA-TETRASTATIN® COSA-TETRACYDIN® 


glucosamine-potentiated tetracycline — 
analgesic — antihistamine compound 


glucosamine-potentiated tetracycline 
with nystatin 

antibacterial plus added protection For relief of symptoms and malaise of 
against monilial superinfection the common cold and prevention of sec- 


CAPSULES (black and pink) 250 mg. ondary complications 

Cosa-Tetracyn (with 250,000 u. nystatin) CAPSULES (black and orange) Each capsule 
ORAL SUSPENSION 125 mg. per tsp. contains: Cosa-Tetracyn 125 mg.* phenacetin 
(5 cc.) Cosa-Tetracyn (with 125,000 u. 120 mg.+ caffeine 30 mg.* salicylamide 150 mg. 
nystatin), 2 oz. bottle buclizine HCl 15 mg. 


Pfizer) Science for the world’s well-being 
PFIZER LABORATORIES Division, Chas. Pfizer and Co., Inc. Brooklyn 6, New York 


= REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Mgrow od 5: we (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: 
Ant. Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: ‘Glucosamine and Leukemia. Proc. 

Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: Clin. Rev. 1: 25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 51 (Sune) 
1958. 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; is, A., 
Bamford, J., and Bradley, W .: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 tia). 1958. 
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IN OFFICE SURGERY _ 


ELECTIVE AND TRAUMATIC 


use XYLOCAINE first... 
as a local anesthetic 
or a topical anesthetic 


SPRAY INFILTRATION [ NERVE BLOCK 


4 
% 


Xylocaine HCl solution, the versatile anesthetic for general office sur- 
gery, relieves pain promptly and effectively with adequate duration 
of anesthesia. It is safe and predictable. Local tissue reactions and 
systemic side effects are rare. Supplied in 20 cc. and 50 cc. vials; 0.5%, 
1% and 2% without epinephrine and with epinephrine 1:100,000; also 
in 2 cc. ampules; 2% without epinephrine and with epinephrine 
1:100,000. 


XYLOCAINE’ HCI SOLUTION 


(brand of lidocaine*) 


ae Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. | 


| 


PAT. NO. 2,441,498 MADE IN 


i 
— 
fo 
wc 
ste 


wound in ections an 


* *Complete bibliography available on request. 


For Parenteral Therapy LYOVAC’ CATHOMYCIN 
mo) MERCK SHARP & DOHME ivision of MERCK & CO., INc., Philadelphia 1, Pa. 


FROM 


Staphylococcic enteritis and other serious staph infections 
among hospitalized patients may be refractory to all antibiotics 
except CATHOMYCIN (novobiocin). For such infections, 
CATHOMYCIN constitutes an ideal antibiotic. It has an estab- 
lished record* of effectiveness against strains of organisms 
resistant to most other antibiotics. When administered in com- 
bination with other antibiotics, CATHOMYCIN protects against 
the emergence of resistant strains. 


CATHOMYCIN produces therapeutic blood levels quickly— 
usually maintaining these levels for 12 hours or more. The 
drug does not destroy beneficial intestinal flora. It is generally 
well tolerated and shows no evidence of cross-resistance with 
other antibiotics. 


other serious staph infections. 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or 
CATHOMYCIN Calcium Syrup 4 teaspoonfuls b.i.d. Children: (up to 
12 years) 2 to 8 teaspoonfuls daily in divided doses based on 10 mg, 
CATHOMYCIN per Ib. of body weight per day. 

SUPPLIED: Capsules sodium novobiocin, each containing the 
equivalent of 250 mg. of novobiocin—vials of 16 and 100—and as 
an orange-flavored syrup (aqueous suspension), in bottles of 60 cc. 
and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup contains 125 
mg. (2.5%) novobiocin, as calcium novobiocin. 


CAPSULES 


WHY RISK DELAYED RECOVERY 


CATHOMYCIN 


for staphylococcic septicemia, enteritis, =, 


NOVOBIOCIN 
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ESPECIALLY DESIGNED 
WITH THE 
ARTHRITIC IN MIND 


Extraordinary measures, such as this especially de- 
signed toothbrush, can help your arthritic patient fulfill 
the demands of daily life. 


Kenacort, too, is especially designed to give your arthritic 
patient extraordinary help. The antirheumatic, anti-inflam- 
matory, and antiallergic activity. of this new halogenated 
steroid provides prompt relief from pain, stiffness, and swell- 
ing, and experience shows that if it is started soon enough, it 
may even forestall crippling deformities. 


Not only does Kenacort achieve these extraordinary benefits in 
arthritic disorders but it’s also valuable in the treatment of 
allergies and asthma — 


= with far less gastric disturbance 
KEN AG ) RT = without salt and water retention 

= without unnatural psychic stimulation 

= ona lower daily dosage range 


Squibb Triamcinolone 
SUPPLIED: 
Scored tablets of 1 mg. — Bottles of 50 
Scored tablets of 2 mg. — Bottles of 50 
Scored tablets of 4 mg. — Bottles of 30 
and 100 


Squibb Quality — The Priceless Ingredient 


UTENSIL BY ADJUSTICS, INC., N.Y.C. * COURTESY, N.Y. U. MED. CENTER INSTITUTE OF PHYS. MED. & REHABILITATION, N.Y.C. 
“KENACORT ® 1S A SQUIBB TRADEMARK 
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From the first incision, the sur- 
geon can be confident that his 
patient, when prepared with 
SULFASUXIDINE, has extensive 
protection against sécondary 
infection, peritonitis, or absces- 
ses from bowel pathogens. 


Daily dosage ? Adults— 41 to 6 
tablets six times daily. 


LFASUXIDINE 


SUCCINYLSULFATHIAZOLE 
dard” in bowel surgery 


SHARP & DOHME 
OF MERCK & Inc., PHILADELPHIA 1. PA 


SULFASUXIDINE is a trade-mark of Merck 


| the ‘moment of con idence 


For Financial Peace of Mind 


Wien Disabling Accidents or Illnesses Strike 
The Group Insurance Program of 
The Association of Military Surgeons of the U. S. 
. . unreservedly recommended—N.Y. 
. the method in which my claim was handled was exemplary—Pa. 


. an excellent job of handling my claim—New Mexico 


. . most efficient—N.J 
. the first of three companies to pay my claim—lIll. 
the courtesy, service and prompt settlement cannot be adequately described—N.Y. 


. . I cannot adequately express my appreciation and gratitude—Alaska 
. I have a special reason for being particularly satisfied—N.C. 
. . It’s a real pleasure to do business with an organization such as yours—Wis. 
1. GROUP DISABILITY PLAN* 

2. GROUP HIGH LIMIT ACCIDENTAL DEATH & DISMEMBERMENT PLAN* 
Write to The Association of Military Surgeons of the U. S. 
ASSOCIATION SERVICE OFFICE 
Suite 914 1500 Walnut Street 

Philadelphia 2, Pa. 


* Applications for coverage accepted from those members in a civilian status under Age 60 for 
Plan 1, Age 70 for Plan 2. 
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CHLOROTHIAZIDE 


BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with . . . improvement in cardiac 
status and loss of toxic symptomatology. . . . One of the most important effects 
of the potent oral diuretic was the smooth continuous diuresis. There was less 
fluctuation in the weight . .. marked diminution in the number of acute 
episodes of congestive heart failure such as paroxysmal dyspnea and 
pulmonary edema. . . . [DIURIL] appeared as potent a diuretic as parenteral 
mercurials and indeed in some patients it was effective when parenteral 
mercurials failed. . .. We have encountered no patient who once responsive to 
chlorothiazide later developed resistance to it.” 


DOSAGE: one or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


MERCK SHARP & DOHME vision of MERCK & CO., INc., Philadelphia 1, Pa. 
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To The Association of Military Surgeons of the United States 
Suite 718, New Medical Bldg., 1726 Eye Street, N.W. 
Washington 6, D.C. 


I hereby apply for MEMBERSHIP in THE ASSOCIATION OF MILITARY SURGEONS 
OF THE UNITED STATES, and enclose the sum of six dollars for my annual dues, in- 
cluding MILITARY MEDICINE. (Make checks payable to THE ASSOCIATION OF 
MILITARY SURGEONS, U.S.) 


(State both Ch and S in Full) 
Certificate of Membership THE ASSOCIATION OF 


MILITARY SURGEONS 
OF THE UNITED STATES 


Organized in 1891 
Incorporated by Act of Congress—1903 


in the Association 


MEMBERSHIP ELIGIBILITY 


erate ein SHAMS, Membership in the Association is open to: 
a. Those who are or have been at any time 
a commissioned officers (either Regular, Re- 

dancewith the Constilulion ofthe serve, National Guard or U. S. Volunteers) or 
oe —— duly appointed fulltime civil members of the 
an Selive Member, professional medical staffs of the Army, the 
Navy, the Air Force, the U. S. Public Health 


Service, the Veterans Administration, and 
the Bureau of Indian Affairs. 

b. Officers of the Military Medical Services 
of other countries. 

(Professional medical staffs include physi- 
cians, dentists, veterinarians, nurses, dieti- 


These certificates, suitable for framing, 
9 by 12 inches in size, are handsomely en- 
graved, on imitation parchment paper and tians, occupational therapists, physical ther- 
apists and other allied medical professional 


cost of $2.00 each, payable in advance. personnel, including administrators.) 
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reatness 


is rare in any human endeavor. When it appears, 

it may be perceived in various forms—as a work of art, 
a discovery, an idea, or an achievement of scientific 
inquiry. The outward form is incidental, but the 


intrinsic quality is readily recognized.... 


To partake of the quality of greatness, a therapeutic 
preparation must first of all achieve a degree of 
universality...the cumulative experience of thousands 
of physicians over a period of many years. From 

this experience, then, is born that unhesitating confidence 


which may be summed up in the term “drug of choice.” 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc « Nutley 10 « N.J. 


ROCHE—Reg. U. S. Pat. Off. GANTRISIN®—brand of sulfisoxazole 
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The Upjohn Company, Kalamazoo, Michigan 
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iba KM Granules 
the treatment of moderately acute infec- 
Tes in infants and children, the recom- 
Tienced dosage is 1 teaspoonful per 15 te 
y of bedy weight per day, administered 
2 to 4 equal doses. Severe or prolonged 
ctiens require higher doses. Dosage for 
its is 2 to 4 teaspeonfuis 3 or 4 times daily, 
pending on the type and severity ef the in- 
Rion. 


Phosphate plus ‘Aibamycin**) 
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SULFASUXIDINE is a trade-mark of Merck & 


From the first incision, the sur- 
geon can be confident that his 
patient, when prepared with 
SULFASUXIDINE, has extensive 
protection against secondary 
infection, peritonitis, or absces- 
ses from bowel pathogens. 


Daily dosage : Adults— 414 to 6 
tablets six times daily. 


LFASUXIDINE 


UCCINYLSULFATHIAZOLE 
adard” in bowel surgery 


CK SHARP & DOHME 


OF MERCK & CO., Inc., PHILADELPHIA I, PA. 


the moment of conhidence 


The Insignia of the 
Association of Military 
Surgeons, U. S. 


May be obtained on application 
to the Secretary 


The Association of Military Surgeons 
Suite 718, New Medical Bldg. 
1726 Eye Street, N.W. 
Washington 6, D.C. 


Z. D. GILMAN 


Established 1822 


Drugs, Medicines and 
Chemicals 


Wholesale and Retail 
627 Pennsylvania Ave. N.W. 


Trusses, Surgical Instruments 
Government Contractors, Hospital Supplies 


WASHINGTON, D.C. 
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| danger decisions were his business 
signals 

|| ‘ The first warning of mental or emotional disturbance 
| m may come when a patient suddenly becomes confused 
j office and irascible after a lifetime of calm, decisive thinking. 
} . But progression to a more serious condition is not inevi- 
, practice table. The episode can often be aborted with early Pacatal 
therapy. 


Normal behavior usually follows soon after Pacatal ther- 
apy, yet the patient remains fully alert. The mood-lifting 
i -. effect and the absence of sedative action distinguish 
Pacatal from other ataractics, and make this drug par- 
ticularly useful in office practice. 


Pacatal is well tolerated. Side effects are few and gener- 
ally mild. However, like all potent ataractic agents, 
Pacatal should be used with close supervision of the pa- 
tient. Average dosage is 25 mg. three or four times daily. 
Literature available. 

Supplied: 25 and 50 mg. tablets in bottles of 100 or 500. 
Available in 2 cc. ampuls (25 mg./cc.) for parenteral use. 


for normalization ... not sedation 


Pacatal 
5 6 brand of mepasine 
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